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WEST BANK AND GAZA: IIIFE CYCLE/HEALTH EDUCATION PROJECT 
EXECUT LVE SUMMARY 

Problqm .- acd Overview. The poverty that characterizes the West 
Bank and Gaza Strip predisposes to a multiplicity of social and 
health problems. Infant mortality remains high (probably about 
70 to 75/1000 live births), with the chief cauaes of child mor- 
tality being diarrheal diseases and acute respiratory infections. 
Under Israeli military occupation since 1967, the combined Pales- 
tinian population of the West Bank, Gaza Strip, and Arab East 
Jerusalem is now about 1.5 million. The setting is radically 
different from most situations in which AID and CRS work, as 
there is no indigenous "host country" government providing health 
or other services to the local population. Health services are 
provided instead by three major sources : (1) UNRWA; (2) the 
Israeli government; and (3) the private sectcr, including indivi- 
duals and private voluntary organizations (PVOS) . In the majority 
of Palestinian villages, however, there is no health care provi- 
der at all, referral from the primary health care level to secon- 
dary or tertiary care facilities is erratic, and many children 
and pregnant women do not reach the health system for systematic 
surveillance. Under the current situation, it will be many years 
before modern health service coverage can be expected to reliably 
reach the poorest and most remote villages. Under such circum- 
stances, maternal education remains a major hope for improving 
the survival of young children and the health of rural families. 

U.S. Development Assistance to the West Bank and Gaza is provided 
through eight private voluntary organizations, including Catholic 
Relief Services (CRS). The Agency for International Development 
(AID) has no bilateral assistance program and no AID mission. 

The -- Life ~ycle/~ealth Education Project. Origins of this project 
ao back to 1961 when Catholic Relief Services (CRS) beqan 
zistributing PL-480 food commodities in Jordan and to palest inian 
villagers on the West Bank of the Jordan River who had lost much 
of their land when the state of Israel was founded. In 1975, CRS, 
to enhance the impact ,of its food distribution, began a Nutrition 
Education Project funded by a grant from AID. The project goal 
was to improve the health of poor village mothers and young 
children through better dietary practices. CRS trained instruc- 
tors who iq turn trained village women as teachers who then held 
classes fcr mothers in their respective villages and monitored 
the growth of their young children. PL-480 food commodities were 
distributed to the participating mothers. Through a follow-on 
project, Health Education (1979-85), CRS added knowledge in 
hygiene, child development, and first aid to what has become know 
as "the CRS Health Education Program." 

The Life ~ycle/~ealth Education Project began in February, 1985 
with a planned completion date of January 31, 1988. The overall 
goals remain the same but the emphasis has changed to include 
expansion of services and "institutionalizationw of the program. 
The project goal is stated as "to develop programs to improve the 



health of Palestiniane in the West Bank and Gaza." The stated 
ur oses are: (1) the "health education objectiven--to 

p+ Char table Societies [village organizations] in creating 
awareness, increasing knowledge, influencing attitudes, and fos- 
tering adoption of apprcpriate preventive health behavior; and 
(2) the "institutionalization objective"--to transfer to a Pales- 
tinian organization ( the Union of Charitable Societies) financial 
and man8,gement responsibility for continuing the Health Education 
Program after the Life Cycle Project has ended. The groject is 
funded by an AID grant (AID/NEB-0159-G-.SS-5065-00) of $1,521,249. 

Purpose Methodoloqy of the Evaluation. This evaluativn was 
conducted at mid-project =:TI) assess the process of institu- 
tionillization (transfer of the project to a local organization); 
( ) judge the quality and analysis of impact data being collected; 4 ( 3 )  make appropriate recommendations. An additional purpose 

- 

o " this report is to provide a comprehensive overview of the 
project from which both CRS and AID can derive "lessons learned" 
to use in designing and implementing other projects. Methodology 
consisted of site visits, observation of the data collection 
process, interviews, and document and data analysis. 

Major Findinqs 

1. General conclusion. There is suggestive evidence that the Life 
~ycle/Health Education Project may be one of the most successful 
AID-supported projects in the Near East and perhaps anywhere. 
With its focus on maternal child health and child survival, it 
may be one of the most successfal primary health care efforts and 
it may be one of the most successful projects in terms of benefi- 
cial impact on women. Systematic quantified data is not yet 
available or at a sufficient state of anaysis to confirm this 
definitively, but may be by the end of the project. The program 
is by far the most extensive primary health care initiative on L 

the West Bank. Whether it can be sustained after the end of 
this project is uncertain but may be possible. 

2. Achievement - -- of the "health objective." The project is def i- 
nitely meeting its "health education objective." On the West 
Bank, most quantitative and teaching targets have been 
met ahead 02 schedule or will be met before the end of the 
project. The quality of these "outputs" and the new knowledge 
they offer to thousands of village mothers throughout the West 
Bank are widely admired by everyone familiar with the project. 

3. Achievement of the "institutionalization objective. " There 
has been little progress here, largely because of financial and 
political constraints facing Palestinian organizations on the 
West Bank. The Union of Charitable Societies in Nablus has just 
now agreed to take over the program in the northern region of the 
West Bank. The Nablus Union appears to have the will, although 
not presently the means, to sustain a quality program. 

4. In - Gaza, CRS has made some progress, but is far from having an 
impact or a program to institutionalize. 



5.  Health Impact (West Bank). Observations and questionnaire 
data suggest that the project has improved mothera' health 
knowledge and actua1,ly changed health behaviors, but firm data to 
confirm and quantify project impact on health status are not now 
readily available. With changes in the data-collection system, 
such information may be obtained before the end of the projecto 

6. The - -  CRS guestionnaire designed to measure impact provides 
useful information, but not reliable data as to changes in health 
status attributable to the project. 

7 .  -- Criticisms concern chiefly the project's provision of PL480 
food commodities and inadequate linkages with the medical system. 

Project Deoicjn - and Policy +lications. The overall time-frame 
for a project involvmg behavior change must be longer than just 
three years or so. The success observed here is the result not 
of a brilliant initial project design, but of persistence over a 
decade to elicit community participation and to improve the 
product being offered. Important lessons regarding project sus- 
tainability are in the making. 

Major gscommendations - 
1. -- Make - "institutionalization" - the first priority. Initiate 
immediately a new strategy for transfering the program to the 
Uniou(s) of Charitable Societies, based on the following: 

a. A sub-contract to one or more of the three Unions of 
Charitable Societies, beginning with the Nablus Union; 

b. A no-cost extension (minimum one year) by AID; 

c. The hirin,g of a Palestinian program manager responsible for 
"institutiona1ization"r 

d. Technical assistance to the Union(s), facilitated by CRS, 
for management skills and related training; and 

e. Gradual phase-out of PL-480 food commodities by the end of 
the Life Cycle Project (as extended). 

2. Curriculcm - and training materials. Proceed vigorously to pro- 
duce printed materials for use under the Union(s) and by other 
primary health care providers in West Bank, Gaza, and elsewhere. 

3. The questionnaire. Design a new questionnaire and supplement 
T this with other data collection techniques. 

4. - Gaza. Respond jf requests come from other organizations, but 
no longer invest energy in trying to initiate activities in Gaza. 

Evaluation Team: Barbara Pillsbury, Ph.D. (team leader); Larry 
Afifi, R.N. Ph.D.7 Sally Stansfield, M.D. Report dated March 1987. 



BASIC PROJECT IDENTIFICATION DATA 

1. "Country": West Bank and Gaza Strip 

2. Project title: Life cycle/Health Education Project 
(catholic Relief Services, ~erusalem/l~est BanklGaza) 

3. AID project number: 298-0333 (298-0159.19) 
Grant no. AID/NEB-0159-G-sS-5065-00; CHS/JWB 4~/004) 

4. Mode of implementation: 
* Grant to Catholic Relief Services, implementation by CRS 
staff based in Jerusalem 

* Local counterpart agency: Department of Social Welfare, 
Government of Israel 

5. Project duration: Three years 
Starting date: February 1, 1985 
Planned end. date: January 31, 1988 

6. Funding: AID grant $1,521,249 
CRS 199,000 
Local community contributions 195,300 
GO1 (customs & tax exemptions) 61 ,000 

Total $1,915,610 
7. Evaluations: 

* Ongoing monitoring and collection of baseline and impact 
data, but no previous evaluation. 

* End-of-project evaluation of preceding grant (see "Final 
Eva1uat.ion of Health Education Project CRS/JWB 79/2 Grant 
NO. ~1D/NE-~-1652 I' May 1 1985) . 

* Evaluation of Health Education Project (by Anne Hammond 
Roberts) , June 21-July 11 , 1983. 

8. Responsible personnel: 
For CRS : 
Sr. Barbara Cline, Health Education Project Director, 
1980-1984; CRS ~ ~ ~ / ~ i r e c t o r  (Country Rep.) 1984-1986. 

Mr. Daniel Carr, Project Director, 1984 - p:cesent. 
Mr. Joe Curtin, CRS/JWB ~cting P,epresentatiu.e, 1987. 
Ms. Grace Hauck, Contract Administrator, CRS/NY 

For AID: Kristen Loken, ANE/TR/HPN (no AID mission). 

9. Direct beneficiaries to date: 11,864 children & mothers. 
Total direct beneficiaries of ~~S/~erusalem/~est ~ank/~aza 
Health Education Program: 65,464 children & mothers. 

10. Currency exchange rates (as of February 1, 1987) 
Two forms of currency are used on the West Bank and in Gaza: 

1 the Jordanian dinar ("JD") and the Tsraeli sheqal 
I 

1 JD = approximately $US 3; $US 1 = .35 JD 
1 Israeli sheqal = appr. $US .GO; $US 1 = 1.6 Israeli sheqal 
5 Israeli sheqals = 1 JD. 



Part I1 

SUMMARY OF MAJOR CONCLUSIONS AND RECOMMENDATIONS 

I. GENERAL CONCLUSION 

The Life ~yc1el~ealt.h Education Project is an excellent 
" primary health care project which concentrates on maternal/child 

health and child survival. There is strong suggestive evidence 
this project may well be o m  of the most successful AID-supported 
projects in the Near East, and perhaps anywhere. It may be one 
of the most successful primary health care efforts and one of the 
most successful projects in terms of beneficial impacts on women. 
The project has also haa a significant "spread effect," or 
positive impact beyond its immediate beneficiaries. Systematic 
quantified data is not yet available or at a sufficient state of 
arialysis to confirm this definitively, but may be by the end of the 
project . 

The Health Education Program supported by the project is 
popular and has generated a high level 02 good will throughout 
the West Bank and Gaza toward its sponsor(s). This is a major 
accomplishment in t-he political setting in which it operates. 
What criticism there is concerns chiefly the provision of PL 480 
food cornmodit ies and inaaequate liilkages with the medical system. 

Wh~ther this extensive proclram can be "institutionalized"-- 
sustained by local Palestinians---after the end of CRS involvement 
is less certain. 

'Major Recommendation: CRS should make "institutionalization" 
its first priority from now mtil the end of the project if 
successes achieved to date are to be statained. 

11. ACHIEVEMENT OF PROJECT OBJECTIVES 

1. Achievement of Project Goal. - On the West Bank, the Life 
Cycle Project is defxitely having a widely appresiatoci impact 
and is clearly meeting its overall goal: "to develop programs to 
improve the health of Palestinians on the West Bank of the Jordan 
River and in Gaza." This prcfect has resulted in a successful 
health education program that is the most extensive prev!?ntive 
health program and network on the West Bank and the only village- 
based child survival effort that extends throughout the West 
Bank. Many other local health care activities have benefited 
from this program and used its network to distribute their health 
care messages and services. 

2. Achievement of -- the "Health Education Objectivef': West 
Bank. The project is proceeding superbly toward meetl'ng its 
nhealth education objective . " 



It is workir~g ef fective1.y with more than 150 charitable 
societies and similar village organizations throughout the 
West Bank ; 

It is creating awareness, increasing knowledge, and 
positively influencing attitudes among village women, and 
their families and neighbors, concerning preventive health 
behavior ; and 

It is fostering the adoption of appropriate preventive 
health behavior, especially as concerns the care of infants 
and children. 

Most quantitative training and teaching targets have been 
met ahead of schedule, or will be met before the end of the 
project. The project now provides basic health education in 
157 locations in 5 cities and 152 villages throughout the 
entire West Bank. This is over a third of the West Bank's 
424 villages, and an additional 53 villages have asked CRS 
to provide them with "health education" (taskhif -- as-saha). 
In addition to village teachers trained in earlier pzojects, 
the Life Cycle Project has trained an additional 118 village 
teachers and proviaed a four-month course in basic health 
education to about 5000 viilage mothers. 

The quality of these "outputs" is high. The CRS Life Cycle 
curriculum, the CRS-trained village teachers, and the new 
knowledge they offer to thousands of village mothers, 
illiterate and literate alike, are a11 widely admired by 
everyone familiar with the project. 

Two - elements 
of the Life Cycle - 
and-($) the dynami 

in particular are res onsible for the success - 
project -- to d a t ~ ( ~ ~ e ~ c ~ c u r r i c u l i l m ,  " 
C, participatory teaching techniques (methodology) 

used to present it. 

Recommendation: During the remainder of the project, CRS 
should proceed vigorously to capitalize on this success by 
producing written materials that can be shared with other 
primary health care providers on the West Bank and in Gaza 
as well as in the world at large. 

a. The -- Life Cycle Curriculum. The Life Cycle curriculum is 
an outstacding teaching tool which corresponds directly to the 
daily needs of village mothers. It is an effective foundation 
for training village teachers and an excellent manual for village 
teachers to use in teaching village mothers. Regular in-service 
(continuing) education for the village teachers is essential, 
however. 

Recommendations: CRS should 

1) Proceed with its plans to revise the Life Cycle curriculum 
in accord with feedback and experience during the past two 



years, while preserving the  eno oral. approach that ,,lakes it: 
so successful. The initial training period of six months 
should not be extended. 

Consider, with local. special ists, the desirability and 
feasibility of producing additional teaching modules to 
complement, for continuing education purposes, the 
existing curriculiiin. 

Regard in-service (continuing) education for 'both village 
teachers and supervisor/instructors as an essential part 
of the program- In-service training should be planned on 
a yearly basis. 

Continue to make available for any interested parties, at 
no cost, the Life Cycle curriculum and related materials. 
AID should facilitate sharing of this curriculum with AID- 
funded programs elsewhere. 

Teachinq methodoloqy -- and techniques developed by CRS for 
presenting the Life Cycle curriculum are cxcellent. The teaching - - - 

is lively and participatory. Teaching techniques (e.g., partici- 
patory discussion, role play, audio-visual aids) are all aimed at 
capturing village mothers' interest and making the participanto 
feel that the classes are immediately rewarding and even ( 1 1 )  fun. 
Unfortunately, however, nothing exists on paper to permit people 
outside the ~~S/~erusalem to replicate or carry on the teaching 
techniques that make the Life Cycle curriculum so effective. 

Recommendation: CRS should produce and make available to 
others a Guide - to Using the Life Cycle Curriculum. -- 

c. Advanced - Skills Traininq. CRS has devel.oped an "Advanced 
Traiaing Curriculum for Village Teachers, " but abandoned its plan 
to use this  for training village teachers in advanced skills. It 
is unclear why this was done. 

Recommendations- CRS should reconsider making the Advanced 
Curriculum (or selected portions thereof) availablelfor use 
--I-- 
111 villages with inadequate physician services and train 
village teachers in those villages to provide ante-natal 
monitoring . 

d. Medical Linkaqes - and Scpport. CRS recognized before the 
project began that it needed to develop on-going linkages with 
service providers in order to achieve its objectives of 
education, monitoring, and identification of high-risk groups and 
individuals. This has not been accomplished, but remains an 
important reed, 

Recommendation: CRS should actively investigate ways to 
deve1.0~ links to health care providers, particularly for 



initial pregnancy c'heclcs and selected common village problems 
that directly affect mothers a d  children that could be 
monitored by village teachers. 

e. .- CRS Staff. The CRS instructors and field supervisore are 
well-trained and knowLedgeable in their jobs; in general, they 
appear conscientioiw and hard-working. Despite strengths, the 
present combination of personnel is not sufficient, howevsr, for 
the task of "institutionalization." 

Recommendation: CRS should hi2e a Palestinian program manager 
and provide training for the present supervisors/instructors 
as described in section VI, "Additional Personnel Matters." 

3. Achievement --- of the "Health Education Objective1': Gaza. 
Objectives have not been achieved in Gaza and almost c e r t m y  
cannot be achieved by the end of the project. CRS has offered 
one successful health education class in Gaza, but it has not 
carried out all anticipated Gaza activities, nor is this planned. 
Provision of services in Gaza was from! the outset a lower-level 
objective, and this should not be considered a major failing of 
the project. 

Recommendation: Given that conditions in refugee camp- 
dominated Gaza differ radically from West Bank villages, and 
are far less amenable to efforts at improvement at the level 
CRS can provide, CRS should concentrate its efforts on the 
West Bank during the remainder of the project if it is to 
succeed in meeting the institutionalization goal there. CRS 
should still respond to requests that might come from other 
organizations in Gaza, but it should no longer invest energy 
in trying to initiate a program in Gaza. 

4. Achievement -- of the "Institutionalization Objective." 
There has been little progress here, in large part because of 
financial and political constraints facing palesthian 
organizations identified to take over financial and management 
responsibility for continuing the health education program after 
the 'end of the Life Cycle project. After many discussions, one 
organization (the Union of Charitable Societies in Nablus) has 
agreed to take on this responsibility for the northern region of 
the West Bank. It appears to have the will, although not the 
means at present, to sustain a quality program. 

Recommendation: Adopt a new strategy for "institutionaliza- 
tion" as summarized under item IV below. 

111. IMPACT 

1. Health Impact (West Bank). Observations of village 
teachers, supervisors, and virtually everyone familiar with the 



Life Cycle Project attest to  it^ effectiveness. Obaervationn and 
questionnaire data suggest that the project has improved mothers' 
health knowledye and actually changed health behaviors, but more 
information is needed to confirm this. Firm data to confirm and 
quantify project impact on health status (i.e., reductions in 
morbidity and mortality) are not now readily available. Such 
i~formation may well be obtained before the end of the project, 
provided changes are made in the data-collection system. 

2. The -- CRS questionnaire administered to mothers before and 
after the health education course provides useful information. 
This information does not constitute reliable data as to changes 
in health status attributable to the project, however, because of 
problems with its design, administration, and the software for 
its analysis. 

Measuring Impact after "Institutionalization." No local 
organization is likely to have sufficient surplus resources to 
meet the costs of measuring impact after the Life Cycle Project 
ends. 

Recommendations 

1.. Discontinue administration of the current questionnaire. 
Use other data collection techniques (egg., focus groups, 
key informant interviews) to complete -- ad hoc qualitative 
studies of project effectiveness, beneficiary satiafac- 
tion, and other indicators that can be used to guide 
program management. 

2. Obtain epidemiologic technical assistance (for example, a 
consultant from a local university) in the design and 
field-testing of a new questionnaire which is more 
responsive to evolving information needs. 

3. Once the new questionnaire is developed and adequately 
field tested, use periodic sample surveys for data 
collection. 

4. Current project staff are well suited to complete these 
field surveys, but need careful training for the task to 
assure consistent interview methodology. 

5. Provide simple narrative summaries of the results of data 
collection efforts to the Unions and the villages. 

6. Use locally obtained technical assistance to ahift 
control and responsibility for this management informa- 
tion system to th3 Union(s) before the end of the project. 

3. Spread Effect. The project has had a definite positive 
impact on numerous other health education and primary health care 

I efforts here and elsewhere. 



4. Impact on - Women. In the process of providing villayo women 
with meaningful, easily utilized health education, the project 
has also had a "capacitiziny" effect on many of its participants 
by virtue of encouraging decision-making and problem-solving -- I 

and has also stimulated some income-generation. The  Life Cycle 
Project may even be among the most successful AID-funded projects 
in bellefitting village woman whose options are otherwise very 
limited. 

Recommendation: CRS and A.I.D. should consider funding a 
study (or stmudies) to determine the extent and nature of the 
program's impact on women. This should be undertaken, 
however, only if it does not hinder progress toward 
transfering program responsibility to the Union(s). 

IV. STRATEGY FOR INSTITUTIONALIZATION 

This is the first time that either AID or CRS has tried to 
"institutionalize" a project on the West Bank or in Gaza with n 
local Palestinian organization. No other project supported by 
AID or CRS on the West Bank or in Gaza has ever been est.;rblished 
or carried out with this goal in mind. Thus the Life Cycle 
project is attempting to do something that no other CRS or AID- 
supported project has ever tried or succeeded in doing. Other 
foreign organizations working in the West Bank and Gaza have 
tried to find indigenous organizations to take over their 
projects, but have been unsuccessful in this. 

Yet, there are indications that CRS could succeed. This 
will req;ire a shift in strategy. The -- main difference in the 
strateq roposed below --- is that CRS gives - the Union(s) of - 
Charitagl: Societies fundinq with which to carry out th&ork of 
running the health education program during an initial transition 
period. (Previously CRS asked the Unions to take on this immense - 
task using their own resources which, given that the Unions are 
volunteer organizatlor~s, do not presently appear adequate.) The 
assumption on which the new strategy for "institutionalization" 
is predicated is that, with funding and technical assistance from 
CRS during a Lrznsition period of about 18 months, the Union(s) 
will be able to develop the administrative capacity to manage 
the program and to raise funds to support it from other sources. 

Elements of this revised strategy include: 

1. A sub-contract to one or more of the three Unions of 
Charitable Societies, beginning with the Nablus Union; 

2. A no-cost extension (minimum one year, possibly 18 
months) of the AID grant to CRS; 

3. The hiring of a Palestinian program manager (or 
coordinator) responsible for "institutionalization" 
aspects of the project; 



4. Technical. ar-reistance to the Uniona facilitated by CRS (to 
include training in managorial skj.l.1.o as woll as 
t~chnic~l upgrading for hoalth sducation pernonnel); and 

5. Gradual phase-out of VL-480 food commoditiee by the end 
of the Life Cycle Project (as extended). 

A four-stage process is recommended for transfering 
management of the program to the Union(8). This provides for the 
possibility that the Hebron and Jerusalem Unions decide to join 
the Nablus Union in taking over the program in their regions. If 
they do not decide to join in, CRS should proceed with the Nablus 
Union alone. If a quality program can be sustained in the 
northern region (where 70 communities are already participating 
and more have asked to join), this will still be a very major 
achievement. 



Part 111 

PROJECT SETTING AND BACKGROUND 

THE SETTING: WEST BANK AND GAZA 

The Life Cycle Health Education Project serves Palestinians 
in the two discontinuous territories, the Gaza Strip and tho West 
Bank of the Jordan River. Both have been occupied by Israel for 
the two decades since the Six-Day War in 1967 and are under the 
control of the Iaraeli Ministry of Defense. The setting is thus 
radically different from most situations in which CRS and AID 
operate, as there is no indigenous "host country," no Palestinian 
government, to which project personnel and beneficiaries relate 
in the classic manner. An organization working in the West Bank 
and Gaza confronts not only the complex challeges of social and 
economic development that prevail throughout the Third World, but 
also a highly-charged political environment in which the 
constituents are Palestinians, final authority is in the hands of 
the state of Israel, the U.S. Congress is a major provider of 
program funding through private and voluntary organizations 
(PVOs), and local Palestinians continue to hope for long-awaited 
development assistance from Jordan. In the absel;ce of an 
indigenous government, some 200 charitable organizations and PVOs 
work to provide services that in most countries are the 
responsibility of the country's government; about 70 of these art 
involved in health activities.* 

The West Bank and the Gaza Strip differ from each other in 
several ways that directly influence development activities. The 
West Bank is predominantly rural with classic villages inhabited 
for generations by the same lineages (families). The Gaza Strip 
is about ten times more densely populated, is predominantly 
urban, and is dominated by refugees and UNRWA (United Nations 
Relief and Works Agency') refugee camps. Refugees equal 
approximately 25 percent of the West Bank population, about 75 
percent of the population in the Gaza Strip. 

The West Bank has been the chief focus of the Life Cycle 
Project (and of the entire CRS West ~ank/~aza program). 
Because of differences in the two territories, project 
strategies developed for West Bank villages are not directly 
transferable to Gaza. 

No census has been completed since 1967. Health, demo- 
graphic, and similar statistics for the West Bank and Gaza Strip 
are politically sensitive issues, are not systematically 
available, and are not agreed upon. The combined population, 
however, is probably about 1.5 million persons (including some 

- * On American voluntary organizations on the West Bank, see 
Richardson, 1985. 



113,000 Arab inhabitants of East ~erusalem). The populat,ions are 
rapidly growing, with an estimated annual population increase of 
about 2.7 percent, among the highest in the world (cf. Vermund et 
al. 1985, p.115). 

The - -- West - Bank population is variously estimated as between 
about 750,000 and 925,000 persons. It is estimated that about 10 
percent of the population lives in refugee camps, 60 percent in 
rural areas, and 30 percent in towns or cities over 20,000. The 
West Bank comprises an area of about 5,600 square kilometers and 
has a population density of 140 persons per square kilometer. 
There are three regions--north, central, and. south--divided into 
seven administrative districts. 

The Gaza Strip is about 45 kilometer6 long by 6 kilometers -- 
wide with a populaiion variously reported a& over 500,000 to 
about 620,000 persons. This is-a density of about 
1400 per square kilometer. This population, largely rural before 
being engulfed by about 180,000 refugees in 1948 following the 
creation of Israel, is now 85 percent urban. The indigenous 
population (those who lived or whose parents lived in Gaza before 
1948) is now only about 25 percent of the total; most are poor 
and crowded into the Shajaiya and Zaitoun quarters of Gaza town. 
Conditions in those quarters are materially worse than in the 
eight refugee camps where UNRWA provides basic social and medical 
services." Occasionally it is said that Gaza is "becoming the 
Soweto of the State of Israel" and even many Israelis are 
critical of Israeli policy there (as well as on the West 
Bank) (cf. Lesch 1985:44-45, 59). 

Reliqion is not a major factor in the provision of services 
by CRS. The Palestinian population is about 80 percent Muslim 
and 20 percent Christian, but the Muslim/Christian distinction 
pales alongside the ~alestinian/Israeli distinction. CRS 
provides its services according to its basic philosophy "Need, 
not creed." Palestinian Christians live chiefly in the cities, 
however, while villages are chiefly Muslim.** Thus, because a 
goal of the Life Cycle Project is to assist less-advantaged rural 
people, most people it serves are Muslim. CRS' Jerusalem-based 
staff is mixed Muslim and Christian. 

* See: United Nations Relief and Works Agency for Palestine 
Refugees in the Near East, "UNRWA: A Survey of United Nations 
Assistance to Palestine Refugees." March, 1986. 

** The cities of Bethlehem, Ramallah, and Jerusalem (the Arab 
population) are predominantly Christian; the city of Hebron is 
nearly all Muslim; Nablus and other remaining West Bank cities 
are predominantly Muslim. Nearly all villages on the West Bank 
are predominantly Muslim (with the exception of Zabadeh village 
in Jenin district). 



The role of Jordan. Jordan continues to be a major factor --- 
in West Bank development considerations. The Jordanian 
government provides development assistance through its Ministry 
of Occupied Territories. Jordanian administrative practices 
function side-by-side with the Israeli. The educational system 
on the West Bank is in many regards a cor~tinuation of the 
Jordar~ian system. Program costs are expressed in terms of 
Jordanian currency (dinars). Many Palestinians have family in 
Jordan, and occasionally more affluent Palestinians living in 
Jordan make donations to West Bank groups for development or 
humantarian purposes. Of direct importance for the future of the 
Life Cycle Project is the quasi-governmental General Union of 
Charitable Societies, headquartered in Amman. 

"Charitable societies". Throughout the West Bank are many 
village and community voluntary organizations that carry out 
educational, health, and other social service activities. Some 
are rather traditional village organizations while others are 
better understood as "indigenous PVOS," private voluntary 
organizations. Leaders of these organizations are usually, but 
not always, older men from the leading village families or 
younger but more educated and progressive members of the local . 
community. The leaders are all volunteers. b 

"Charitable societies" (sing. jami'a il-qariya) are one type. 
of village voluntary organization ( and t h e m a m  one through which 
the Life Cycle Project is carried out). "Charitable society" ic 
a formal status, conferred after a group of village leaders has 
applied to and become registered with the General Union of 
Charitable Societies in Amman. The charitable societies are 
thus all registered with the Union of Charitable Societies in 
Amman (they must be so registered in order to operate legally) 
and function with the permission of the Israeli government. To 
be registered as a "charitable society" certain criteria must be 
met: the village must have a population of more than 1,000; there 
must be an acceptable administrative board; and this board must 
propose to sponsor appropriate charitable activities. Most 
common are literacy classes, health education classes, income 
generating activities, and kindergartens. The "society" has, 
builds, or acquires a building in which these activities are 
offered to villagers. In some villages, the leaders 
(administrative board) of the society apparer;:ly come from only 
one leading village family, while in other villages several 
families are represented in a more inclusive leadership group. 
Some are retired, many are school teachers, some are agricultural 
workers. 

The charitable societies do not have a qreat deal of contact 
with each other, although some linkage is by three 
"Unions of Charitable Societies." 

The Unions of Charitable Societies (sing. Ittihad al- 
~amiat). Under tl?e General Union of Charitable societies in -- 
Amman are 12 regional Unions of Charitable Societies, established 
in the 1950s. Nine are in Jordan. Three are in the West Bank, 



I located in the cities of Nablus (northern region), Jerusalem 
1 (central region), and Hebron (southern region). It is with these 

three "Unions" that CRS seeks to "institutionalize" the L4ife 
Cycle Project . 

These "Unions" are not unions in the American sense of labor 
union but can be regarded as indigenous PVOs -- local 
charitable organizations whose members are volunteers and whose 
work centers on community social services for disadvantaged 
communities. In particular, they provide an official structure 
Cor supporting activities of the village-based "charitable 
societies." A charitable society seeking to register with the 
General Union in Amman must apply through one of the three West 
Bank Unions of Charitable Societies. 

The West Baslk Unions occasionally receive funds from the 
General Union in Amman to help support the activities of the 
charitable societies on the West Bank. This support, although 
much appreciated, is by no means adequate for the social service 
goals of the Unions. At present, the three Unions have been 
waiting many months for lmg-anticipated financial aseistance 
from Amman. 

HEALTH STATUS AND SERVICES* 

Hea 1 th Status 

The poverty that characterizes the villages of the West Bank 
and especially Gaza predisposes to a multiplicity of social and 
health problems. The health problems associated with the 
geographic and economic isolation of the smaller villages are 
exacerbated by lack of telephones or means of transportation to 
gain access to health service resources in the towns am1 cities. 
Although food is usually quite plentiful and healthful, 
sanitation problems result in frequent enteric diseases, 
including outbreaks of cholera. 

Infant mortality is high. The infant mortality rate (IMR), 
a classical indicator of health status, is of particular interest 
for the Life Cycle Project which has infants and children as its 
major beneficiaries. Howev ~ r ,  along with other health statistics 
for the occupied territorie ;, IMR has been a subject of much 
sensitivity and controversy Attempts to calculate the IMR for 
the West Bagk and Gaza are complicated by the lack of adequate 
census data in the villages and camps. Government of Israel 
(GOI) estimates have been based on recorded births and deaths and 
undoubtably are an underestimate. Recent IMR estimates vary 

"orrrtation presented in this section derives chiefly from the 
following sources: American Public Health Association ( 3  vols) 
1985-86; Sabella, 1986; Vermund et al., 1985; Gaza Medical 
Relief Committee, 1986; Israeli Ministry of Health, 1985-1986; 
and Israeli Ministry of Defense, 1986. 



widely from those based on birth records (e.g., 27.9/1000 in 
1384, according to the GOI/MOM) to those obtained by demographic 
modeling techniques (e.g., low seventies per 1000 in 1984, 
according to the ~ ~ I / ~ e n t r a l  Bureau of Statistics). The actual 
IMR is probably closer to the latter figure--that is 70 to 
75/1000--in view of UNICEF's estimated IMRs for adjacent Jordan 
(55), Syria (60), and Egypt (100). Another recent analysis of 
IMRs from all sources concluded the IMR to be 53 to 63/1000 live 
births (Vermund et al. 1985, p.26). 

The major causes of mortality among children under five are 
acute respiratory infections and diarrheal diseases. Neonatal 
mortality rates in the Gaza Strip are increasing (said by some 
authorities to be about 63/1000) because health services are not 
growing as fast as and cannot cope with the rapidly increaaing 
population. 

High fertility is culturally valued. It was traditionally 
and remains so under the present political situation. Women 
still bear, on average, more than six children. Estimated total 
fertility rates on the West Bank and in the Gaza strip in 1983 
were 6.12 and 6.69 respectively, down from a high of about 8 in 
1974-75 (Vermund et. al, 1985, Table 1-61. 

Health Services 
-5- 

Since the occupation of the West Bank in 1967, the 
administration of health services has been assumed by the Israeli 
Civil Administration of the military occupation government. 
Actual delivery of health services is, however, accomplished by a 
confusing patchwork of public and private agencies. 

Health services in the West Bank and Gaza are provided bl 
three major sources: (1) government of Israel, (2) UNRWA, and ( 3 )  
the private sector, including individuals and over 70 private 
volunteer organizations (PVOs). All three sources provide a mix 
of preventive and curative health services, although immunization 
services are provided almost exclusively by the Israeli govern- 
ment (cf. APHA, Kessler and Hamlin, 1985, p. 6). The hospitals, 
approximately half of which are private and half of which are 
adminstered by the Israeli government, vary widely in the breadth 
and quality of services provided. Tertiary care is virtually 
unavailable in the West Bank and the referral process to Israeli 
hospitals difficult. The budget for all West Bank health 
services, beta preventive and curative, was noted in 1975 to be 
about 60 percent of the budget of one Israeli hospital. And this 
budget has been cut progressively since that time (Sabella 1986). 

Estimates of the proportion of the population with access to 
or utilization of key services remain difficult to obtain in an 
environment characterized by an absence of accurate census data 
and less than systematic coverage by a multiplicity of providers. 
In the majority of villages, there is no health care provider at 



all, with many villages not even having a traditional midwife 
(daya). One recent and probably reliable estimate is that nearly 
two thirds of the West Bank population lacks adequate coverage 
with MCH services ( APkIA, 1985-86). 

Officially, preventive services are free and curative care 
is provided by the Israeli government for children under 18 
months. Provision for referral from the PHC level to secondary 
or tertiary care facilities, however, is erratic at best. The 
"patchwork" of service providers has resulted in frequent 
failures of referral networks such that women may be ~urned away 
from facilities to which they have been referred. Mothers 
referred to hospitals for evaluation or inpatient care often face 
ridicule for their child care practices. Childspacing is not 
widely or actively promoted, although UNRWA and a few private- 
sectoi organizations do provide childspacing services on request. 

For adults and childreu over 18 months of age, health care 
is financed on a fee-for-service basis or through a GO1 insurance 
program, both of which make health care difficulrt to afford for 
the bulk of the population. It is estimated that 25 to 35 
percent of the population is insured, although the proportion is 
considei-ably lower in the rural areas. 

Most basic primary health care (PHC) services are provided 
in varying degrees in the West Bank aud Gaza. Vaccinations are 
apparently quite efficiently provided by mobile teams such that 
coverage 'appears to be approximately 90 percent. Tetanus toxoid 
administration to pregnant women, however, appears to be sporadic 
so that older mothers, in particular, may deliver infants at risk 
for neonatal tetanus. Oral rehydration therapy (oRT) is ta.ught 
by some. providers as "home mix" or "special drink" of SSS, while 
others providers encourage the use of packets. Availability of 
the packets is quite variable geographically, however, and at 
times no supplies are available even to the government health 
services. Similar failures are observed in the supplies of 
essential medications. (See Sansur 1987.) 

J 

Estimates of the proportion of the target population whose 
children are born in a hospital are probably much higher than in 
actual fact. (Estimates are 45 to 54 percent in the West Bank 
and up to 74 percent in Gaza.) High-risk infants with low birth 
weights (as well as children with growth faltering) are 
undoubtabl? those least likely to be identified by such erratic 
monitoring systems. 

Dayas (traditional birth attendants) still deliver the 
majority of children on the West Bank, an estimated 55 percent of 
all deliveries on the West Bank (APHA 1985, vol. I, p.44). Many 
dayas have received training through UNRWA and UNICEF and work 
with programs sponsored by these two agencies. Upon completion 
of a trzining program, day~s are licensed by the GO1 district 
Public Health Department. Since 1983, a midwife supervisor in 
each district is responsible for monitoring and upgrading their 

a performance. (This program is currently being evaluated by the 



newly-established WHO Collaborating Centre in Health Service 
Research.) At present there are about 350 licensed dayas who 
perform more than half of all deliveries (APHA 1986, vol. 111, 
p.6). Other traditional health practitioners are no longer so 
numerous or frequently sought out as in previous years. Many 
Palestinians, however, still turn to bonesetters, herbalists, and 
traditional home remedies to meet needs. 

In summary, as the recent and comprehensive APHA study 
concluded : 

"While there has been some expansion of MCH centers and 
primary care clinics on the West Bank, many children and 
pregnant women do not yet reach the health system for 
systematic surveillance. In 1980, only about 16 percent of 
children under age 1 were seen in GO1 MCH centers. UNRWA 
and other non-governmental organizations provide services to 
an addditional segment of the population, but there 
continues to be a significant unserved population. Children 
and women of childbearing age are particularly in need of 
higher-quality services" (APHA 1985, vol. 1, p. 12). 

With the current political climate, it will be many years 
before modern health service coverage czn be expected to reliably 
reach the poorest and most remote villages. The family will 
remain the primary guardian of its children's health for the 
foreeeable future. Maternal education, known to be a predictor 
02  children's health status, becomes under these circumstances a 
major hope for improving the survival of children under five. 
k l y  mothers empowered by appropriate health education can be 
expected to seek preventive health services and provide 
appropriate "first-line" curative care. 



PROJECT DESCRIPTION AND BACKGROUND 

Project Description 

CRS' Life ~ycle/~ealth Education Project is the third 
health and nutrition education prbject implemented by CRS, with 
AID support, on t?,e West Bank. Together this series of projects, 
and the resulting services created, are referred to as the "CRS 
Health Education Program." The term "child survival" had not 
been created when this program was being established, but it is a 
child survival program par excellance. 

The name "Life Cycle" refers to (1) the present project and 
(2) the teaching curriculum produced for the project which is the 
heart of the project. The phrase "health education" (~rabic: 
taskhif -- as-saha) is commonly used to designate the services that, 
through CRS, have been established in the villages. These 
consist of: 

1. A basic health education class offered to village mothers, 
focusing on the pregnant woman and her resulting young 
children, which is taught by a village woman ("village 
teacher," referred to in in Arabic as mualima - il-'ailiy -- 
literally "teacher of the family") ; 

2. Monthly weighing and growth monitoring by the village 
teacher of babies and other under-five children of mothers 
who are currently or were recently in the class; 

3. Occasional home visits by the village teacher and referrals 
to health care providers; and 

4. Distribution of PL-480 food commodities to mothers who are 
currently or were recently in the class. 

This CRS Health Education Program is by far the most 
extensive primary health care initiative on the West Bank. It 
provides basic health education in 157 locations throughout the 
entire West Bank. This is an accomplishment that could never 
have been achieved within project of only three years duration, 
but builds on a decade of continued effort to identify the needs 
of village mothers and their children and to refine an approach 
to meet them. This history is outlined below. 

The - Project Backqround* 
Distribution of Relief Commodities -- in the 1960s. In 1961, 

CRS signed a country agreement with Jordan, primarily for a food 
- * This section derives in large part from "Catholic Relief 

Services Health Education Proaram Innovations in Primary Health 
Care in the West Bank1 by ~aniel Carr, forthcoming in w&ld 
Health Forum (draft 1986). 



commodity distribution program to provide relief commodities 
supplied under the U.S. Public Law 480 (Title 1 1 ) .  CRS' head 
office was in Amman (Jordan's capital, east of the Jordan River) 
with a field office in Jerusalem. CRS directed much of these 
relief commodities to villages on the West Bank of the Jordan 
close to the border with Israel, many of which had lost a great 
deal of their land when Israel was creaked. Palestinians in 
these villages had not been displaced (as were the Palestinian 
refugees resettled in refugee camps), but many suffered economi- 
cally from the loss of the land on which their livelihood had 
depended. 

In the aftermath of the Six-Day War in 1967 and the 
occupation of the West Bank by Israel, ~ ~ S / ~ o r d a n  found itself 
split into two programs: ~~S/Jordan (East of tho Jordan River) 
and ~~S/~erusalem (West of the river). The Israeli government 
agreed to abide by the 1961 agreement by which CRS had been 
entitled by the Jordanian government to the duty-free importation 
and distribution of relief commodities. Food distribution 
continued to be the principle activity of CRS in Jerusalem and 
the West Bank. Up to 1973 a yearly average of over 43,000 
recipients benefitted from this program. 

Nutrition Education, 1975-1979. CRS involvement in 
health education on the West Bank began in 1975 with a Nutrition 
Education Project funded by an AID grant of U.S.$375,820. The 
goal of this project was to improve the health of poor village 
mothers and their young children through better nutrition and 
dietary practices. 

A basic strategy was developed in which CRS trained 
instructors who in turn trained selected village women to serve 
as village teachers and hold nutrition classes for mothers in 
their respective villages. Enrollment in the classes was limited 
to mothers with children five years and under. Their children's 
growth was monitored by monthly weighing. PL-480 food 
commodities were distributed to the participating mothers as an 
incentive to continue attending the classes and have their 
children's growth monitored. Commodities were given according to 
the mothers' class attendance and the number of children weighed. 

At this time, 1976, there was little interest in the concept 
of preventive health and major efforts were necessary just to 
convince the local communities and health personnel (physicians 
in particular) of the value of preventive health care. The 
project was introduced to the villages in the following manner: 

1. A CRS field supervisor visited all villages in an assigned 
area to identify the power structure and influential people 
in each village. 

2. The supervisor then requested a meeting with village 
leaders. 



3. The supervisor explained the project, describing what C R S  
would offer and what the village would be expected to 
provide. C R S  would provide initial training for a village 
teacher and on-going supervision thereafter. CRS would also 
provide PL-480 food commodities for the teacher to 
distribute to mothers who attended the class. The village 
was to select a village woman to become the village teacher, 
provide some salary for her and a room for her class (plus 
transportation costs in those few cases where the teacher 
had to come from a nearby village). The village would also 
be responsible for transporting the food commodities from a 
central distribution point and storing them in the village 
until time for the monthly distribution to the enrolled 
mothers. 

4. Village leaders discussed the proposal and either accepted 
it, rejected it, or were unable to agree. In the latter 2 
cases, C R S  dropped discussions with that village. 

5. Once a village identified a village teacher candidate, a 
classroom, and a strategy for paying the teacher, CRS 
interviewed the candidates and held a training course for 
those selected. 

Local "charitable societies" (jami'a il-qariya) emerged as 
the main village organizations willing to support the classes. 
The Unions of Charitable Societies became involved too in helping 
the local charitable societies provide salary and other support. 

A total of 46 villages agreed to give the course a try. By 
the end of the project, 323 courses were offered attended by 
6,739 mothers and growth monitoring was provided to 15,112 
children. 

Health Education, 1979-1985. When the Nutrition Education 
Project came to a close in 1979 there was great local demand to 
expand the program. Based on questions from mothers attending 
the classes, CRS designed a more comprehensive follow-on Health 
Education Project. This was supported by an AID grant of 
$742,000. The goals remained the same (to improve the health of 
poor village mothers and their young children) but the teaching 
was broadened to include modules on first aid and child 
development. The project began in October 1979 and was ammended 
in 1982 to include a training module on hygiene. As explained by 
the current project director: 

"Three new curricula were thus designed to address the specific 
needs of the West Bank mothers and their families. Each 
subject -- Nutrition, Hygiene, First Aid, and Child 
Development -- was taught seperately. Each course ran from 4 
to 6 months. This became a burden for the mothers who usually 
came with small children and had to walk great distances. 
Food commodities were linked to these classes making it 
possible for a mother to schedule herself for food commodities 
for five years or more if she attended all four courses. The 



combined text of the four curricula totaled almost 500 pages, 
which proved to be an inordinate amount of information for the 
village mothers. By this time the program had grown to 111 
villages or a quarter of the Weat Bank. The demand for CRS 
Health Education classes continued to increase and the program 
became cumbersome and expexisive to run. Eleven supervisors 
and field workers were trying to moniter the entire West Bank 
while CRS instructors were scrambling to keep up with changes 
in the curriculum. This period in the life sf the project was 
a time of spectacular increase in size and complexity. It 
seemed as if no one could keep up with the changes. New 
villages were continually approaching CRS to train a teacher 
for their own Health Education classes. By the end of 1984, 
over 200 villages -- almost half of the West Bank population 
-- had expressed interest in t3e project. Despite the time 
and resources allocated to the project and the high interest, 
it became evident that it needed reassessment. The time had 
come to synthesize a new, comprehensive, and simple approach 
to Health Education which could serve a larger population more 
effectively" (Carr 1986, p.2). 

The -- Life ~ycle/~ealth Education Project, 1985-present. The 
Life Cycle Project began on February I, 1985. Its overall goals 
again remain the same, but the emphasis has changed to include 
expansion and institutionalization of the project. The curricu- 
lum and teaching methodology were also significantly revised in 
several major ways. The project is funded by an AID grant of 
$1,521,249. 

Basic data for the three projects are summarized in the 
chart below. 

NUTRITION EDUCATION PROJECT (No. 79/2; AID/NE-G-1182) 
HEALTH EDUCATION PROJECT (No. 79/2; AID/NE-G-1652) 
LIFE CYCLE PROJECT (No. 4D-004; AID/NE-G-~O~~) 

Nutrition Education Health Education Life Cycle 

Years 1975-1979 1979-1985 1985-1987 
Budget $375,820 $1,823,929 $1,521,249 
Villages 44 111 153 
Direct beneficiaries 
(children & mothers 21,851 31 , 749 11,864 

Training provided to: 
*CRS staff (instructors 
and supervisors) 7 30 12 
*Village teachers 147 250 118 
*Village mothers 6,739 12,454 4,926 



Villaqe sponsors. CRS generally uses the term "charitable 
society" to designate all of the village-baeed societies which 
sponsor the health education program, In reality, sponsoring 
organizations at the village level are of oeveral different types 
and vary also in terms of age, size, composition, cohesiveness, 
and financial and administrative ability. The most common type 
is the officially registered "charitable society" (ja~ni'a il- 
qariya, see p. 13 above). A second type, in smaller villages, is 
the less formal "village society" organized around the mukhtar, 
the traditional village leader, which is not officially 
recognized. In a few communities, a women's organization 
(charitable society) is the sponsor. In some villages in the 
central region, the sponsoring organization is the  village "club" 
(sing. - nadi); most such "clubs" were established by men of the 
younger generation as a sports club and then subsequently 
expanded into social service activities. 

% personnel. One individual has played a major role in 
developing and carrying out CRS ' West Bank Health Education 
Program. This is Sister Barbara Cline who, with a Ph.D. in child 
development, joined CRS in July, 1980, to design the child 
development curriculum for the Health Education Project. She 
later became project manager of the Health Education Project and 
then the Life Cycle Project and, finally, director of CRS' entire 
~erusalem/~est ~ank/~aza program through December, 1986. Others 
who have been responsible for project design or management include: 
Darline Ramage, who designed the original Nutrition Education 
Project; former project nanagers Elsa Haglund and Dana Sams; Anne 
Hammond Roberts, who helped design the Life Cycle curriculum and 
training; and the present project manager, Daniel Carr. 



Part I V  
ACE1 IEVEMISN'I' OF PROJECT OBJECTIVES 

PROJECT OBJECTIVES AND STRATEGY 

The stated objectives of the Life Cycle Project are ae follows: 

Project goal: "TO develop programs to improve tho health of 
Palestinians on the Pleet Bank of the Jordan River and in Gaza." 

Project purposes: --- West - Bank 

1. "To assist Charitable Societies in creating awareness, 
increasing knowledge, positively influencing a,ttitudes, and 
fostering adoption of appropriate preventive health behavior." 

It is useful to think of this as the "health education" 
objective. What is nieant here is for CRS to rxpand and 
improve the health education program created through the 
two projects that preceded the Life Cycle Project. 
( "Charitable societies" are the individual village 
organizations that support health education in the 
individual West Bank villages. [See section I11 above].) 

2. "To institutionalize Health Education as part of the service 
of the Union[s] of Charitable Societies." 

This is - the "institutionalization" objective. What is 
meant here is for CRS to transfer to a Palestinian 
organization, or organizations (tentatively designated by 
CRS to be the Unions of Charitable Societies) financial and 
management responsibility for continuing the health 
education program after the end of the present CRS Life 
Cycle grant and to do so in such a way that this organiza- 
tion will be able to keep the program running effectively. 

Project purposes: Gaza 

1. "To assist local agencies in creating awareness, increasing 
knowledge, positively influencing attitudes, and fostering 
adoption of appropriate preventive health behavior." 

2. "To institutionalize Health Education as part of the 
service structure of a local agency. 

The objectives are thus slightly different for the West Bank 
and Gaza for two reasons. First, the CRS Health Education 
program had already been operating in the West Bank for about 
eight years when the Life Cycle Project began, but had not yet 
been initiated in Gaza. Second, in the West Bank CRS was already 
working with local village organizations ("charitable societies") 
and, at the regional level, the three Unions of Charitable 
Societies. In urban Gaza, however, this "charitable society" 



Project  pltratyy. S p e c i f i c  outcomco, or o u t p u t  :;, wore 
E) lannad through wh .ch the purpoues above wou 1 d ha a c h  l6nvurl. 'I'hene 
inturldorl vutcomeu were tho fol.l.owit~~.* 

1. A now standardized curriculum (the "Ltife Cycle" curriculum) 
and improved teaching materials; 

2. Trained staff (CRS instructors, supervisors, and a 
community devc!lopment specialist); 

3. Training for new village teachers who would be qualified to 
present Life Cycle materials in new locations; 

4. Advanced skills training, based on a new "advanced curricu- 
lum" which wou1.d be developed to expand the risk-identi f i . -  
cation capabilities oL the present village teachers; and 

5. Erledical linkages to facilitate referrals of participating 
mothers acd their children to service providers. 

6. District-based service strategy and logistical support and 
salaries for health education personnel in the process of 
institutionalization; 

7. A commodities distribution system congruent with the 
proyram goals of: 
o focus on greatest need, and 
o devel.opment of village self-reliance and independence; 

While the Life Cycle Project is indeed a "follow-on" project 
to CRS' earlier Nutrition Education and Health Education projects, 
it is definitely not just a "business-as-usual" continuation of 
the two earlier projects. Five major new objectives were: 

1. To develop a new and more effective curriculum and an 
interest-holding methodology for teaching it; 

2. To initiate advanced skills training for village teachers; 

3. To institutionalize the program into the local societies 
on the West Bank; and 

4. To establish CRS' Health Education in Gaza (an otjoctive 
apparently initiated by AID.) 

5. To collect data for evaluating the impact of the program 
(also urged by AID). 

* Outcomes 1,2,3,6, and 7 are specified in the project logframe 
(see Appendix B). Outcomes 4 and 5 are outlined in the grant 
proposal ("Statement of Program Intention," pp. 4-51. 



THE "HEALTH EGUCATION OBJECTIVE" r WEST BANK 

* Are the health education objecti.vee, an outlined in 
the logframa, being mot? 

* Will they be met by the end of the project? 

* What is tho quality and relevance of the training? 

Achievement of Project Goal -- -- 
On the West Bank, the Life Cycle Project is definitely 

having a widely appreciated impact and is clearly meeting its 
overall goal: "to develop programs to improve the health of 
Palestinians on the West Bank of the Jordan River and in Gaza." 
(For Gaza, see the final part of section Iv.) This project has 
resulted in a successful 'hc::I.th education program that is the 
most extensive preventive health program and network on the West 
Bank and the only village-based child survival effort that 
extends throughout the West Bank. Many other local health care 
activities have benefitted from this program and used its network 
to distribute their messageti and services. The CRS Health 
Education Program has been instrumental, for example, in 
promoting immunization against polio, tetanus, and typhoid. 

The program is popular and has generated a high level of 
good will toward its sponsor(s). This is a major accomplishment 
in a setting where the United States government is widely 
criticized for its massive financial support to the occupying 
Israeli government. 

Achievement -- - of First Project Objective -. 

The project is proceeding superbly toward meeting its 
"health education objective." 

o It is working effectively with more than 150 charitable 
societies and similar village organizations throughout the 
West Bank (see Appendix D); 

o It is creating awareness, increasing knowledge, and 
positively influencing attitudes among village women, and 
their families and neighbors, concerning preventive health 
behavior; and 

o It is fostering the adoption of appropriate preventive 
health behavior, especially as concerns the care of infants 
and children. 

o Most quantitative training and teaching targets have been 
met ahead of schedule, or will be met before the end of the 
project. ':he project now provides basic health education in 
157 locations in 5 cities and 152 villages throughout the 



entire Waet Bank. This is ovor (1 third of tho West Dank ' o  
424 viliagos, a n d  an additional 53 vlllagon have askod CRS 
to provide them with "health aducation" (taekhif --...- au-aaha). - - 
In addition to village teachers trained in aarlrar projects, 
the Life Cycle Project has trained an additional 118 village 
teachers and provided a four-month courne in basic heal.th 
education to about 5000 village mothers. (See CRS/JWB Fourth 
Semi -Annual Repor t . ) 

o Tho quality of these "outputs" is high. The CRS Life Cycle 
curriculum, the CRS-trained village teachers, and the new 
knowledge they offer to thousands of village mothers, 
illiterate and literate alike, are all widely admired by 
everyone familiar with thc project. 

Two - elements - in particular 
of the Life - - 
and-) the 
used to present it. Both are widely praised by persons through- 
out the West Bank who are involved i n  preventive health care. 

I Even people who criticize the program's distribution of food 
commodities speak highly of the curriculum and teaching techniques. 

Village women are excited about their new knowledge and 
state that they are doing things differently and adopting many of 
the new health behaviors. The very excitement, plus the ability 
and willingness of the village women to discuss this new know- 
ledge with a variety of people, points to at least a new aware- 
ness and in many cases new behaviors, even though data has not 
yet been collected that prove this st.atistically (see section V). 
There is active weight monitoring of the participants' children; 
the mothers carefully keep the weight charts with them (protected 
by plastic envelopes) and are eager to discuss the implications 
of the chart with the teacher or CRS field supervisor. 

Recommendation: During the remainder of the project, CRS 
should proceed vigorously to capitalize on this success by 
producing written materials that can be shared with other 
primary health care providers on the West Bank and in Gaza 
as well as in the world at large. 

How the Project Functions -- 
The generally successful operating manner of the Life Cycle 

Project is as follows.* 

The project is managed from the CRS office in East Jerusalem 
with a staff of 20. This includes a project manager, a community 
relations specialist, six instructors (trainers of village 
teachers, six field supervisors (two for each of the three 
regions of the West Bank), and support staff. The project 
manager is American; all others are Palestinian. 

A ~ e e  also Carr 1987 from which some of this descri2tion derives. 



How a village bogins health education. CRS "hoal.th 
uduca,tion" haa become 80 widely known and respected in Weat Bank 
villages that, since the Life Cycle Project began in 1985, CRS no 
longer approaches now villages asking them to join the program. 
Instead, CRS now receives requests initiated by villages 
themselves who have heard of the program from other villages. 
This in itself is a meaaure of the proqramls success, - -- - - --- - - ..- 

Once CRS learns of a village's interest in "starting health 
education," a CRS field supervisor from that region goes to study 
the appropriateness of extending the program into that village. 
If C~S/Jarusalem decides that the village is a good candidate for 
a successful health education program, the supervisor verifies 
with t.he local "society" that it is able to provide a room suit- 
able for instruction and pay the salary for a part-time village 
teacher. For many small villages and societies this is not an 
easy task. If agreement is reached, however, the society selects 
one or more candidates from the village who fufill four criteria. 

Criteria for selecting village "family teachers," (mualima 
il-'ailiy), and CRS1 rationale for these criteria, are as follows: - 

1. - The candidate - - -  must be a woman, preferably a mother. 
Women, especially mothers, from the same or nearby-village are 
more approachable and less threatening than more educated persons 
from distant villages, experts, or foreigners. These women know 
personally and are able to sympathize with the real problems of 
the village and therefore able to stress those areas of greatest 
need in each village in a way that no outsider could. 

2. - The candidate should have assed the tawjihi (comprehen- 
sive end-of -hiqh school e x a m i a o f : ~ V i ~ g e  teachers must be 
able to pass a riqorous course in preventive health. As educational 
levels in ~alestinian villages are- relatively high, it is 
reasonable to expect that several young women will have passed the 
tawjihi. Too much education, however, may have the opposite 
result--an unapproachable teacher with an attitude of "knowing 
more than the rest." 

3. - The candidate -- must show good leadership qualities. The 
village teacher must be able to speak out in front of people, yet 
be sensitive to their feelings, She must be willing to learn from 
the mothers as well as teach. 

4. - The candidate must show interest in improvinq the condi- -- - 
tions -- of her people. NO one will be a good village teacher 
without a basic desire to help others. If the teaching is moti- 
vated by anything else, it becomes self-serving and destructive. 

The training course for village teachers. CRS staff 
interview and select one candidate to represent the village in 
the new training course. From 20 to 25 new trainees participate 
in one course. The course lasts six months. It takes place at a 
central location (in the north, central, or south part of the 



West Dank) from which the woman trainees can return home to their 
villages at night. This is essential for securing permission of 
husbands and fathers for the trainees to attend the course. Space 
for the course is donated by inst.itutions (e.g., Caritas Baby 

..I ~ospital) that have come to value the service the CRS health 
education program performs for people in their comnunitiea. 

The village health education class. After uuccesefully 
completing the training course, the new teachers identify and 
register village women for the health education claos. A 
requirement. for enrol1.ing is that the woman be a mother or 
pregnant (which includes most married village women). In most 
vill-ages the new teacher goes door to door to taLk with young 
mothers about the class. By this time, many of the women have 
already heard about "health education" and are quite eager to 
sign up. The village society may play an active role in 
registering mothers and starting up the class. It provides the 
classroom, all or part of the teacher's small salary, and perhaps 
also materials to use as teaching aids. The CRS field supervisor 
actively assists in this process (and also, at this time, 
interviews mothers and society leaders to collect baseline data 
for CRS monitoring and evaluation). 

Once there are enough interested mothers (20 is considered 
the optimal number), the village teacher and the enrolled mothers 
decide together on a convenient time for the class to meet. They 
usually agree on one or two one-hour classes per week depending 
upon the size of the village. The course lasts four months if it 
meets consistently one time per week. Often, however, the course 
is interrupted (for example, during the busy olive harvest season 
when women are in fields all day), and so extends over a longer 
period of time. This is one of many reasons that salaries for 
village teachers are irregular and differ from village to village. 

Progress Toward Achieving - the Project's "Intended Outcomes" - 
Planned Outcome One: - -  A New Standardized - Curriculum and - 
Improved Teachinq Materials 

The -- Life Cycle Curriculum. The Life Cycle curriculum is an 
outetanding teaching tool which corresponds directly to the daily 
needs of village mofhers; it is an effective foundation for train- 
ing village teachers and an excellent manual for village teachers 
to use in teaching village mothers. This curriculum is a 307- 
page volume in Arabic, with an English version available for non- 
Arabic speakers (CRS/JWB, ~undamentals of Health Education: - Life 
Cycle, 1984). It was designed to help xllage mothers see that 
nutrition, hygiene, child development, and first aid are all part 
of their daily lives. It begins with marriage, following events 
in the life of a village mother until her children are grown and 
the cycle begins again (see Appendix C). It centers on knowledge 
and skills village woman need to meet their daily responsibilities. 
Local foods are used to demonstrate good nutrition. Pictures and 
examples all come from the local culture in order to base 



discussion on current beliefs and prdctices and distinguish good 
practices from negative ones. 

This Life Cycle curriculum was developed with input from 
village mothers and village teachers as well as from health 
professionals working in the Middle East, a combination that has 
resulted in a level of both quality and relevance that would have 
been impossible drawing on only one segment of the population. It 
has much in common with health promotive sections of David - 

Werner's pioneering Where There --- Is No Doctor, from which CRS 
acknowledges having adapted certain sections. 

As the curriculum has been used during the past two years, 
CRS staff have become aware of further modifications and topics 
that could make this resource even more effective both on the West 
Bank and for health education programs elsewhere. The teachers 
and instructors have also identified the need for continuing in- 
service education on a regular basis as essential to a continued 
quality program. 

Recommendations: 

CRS should proceed with its plans to revise the Life 
Cycle curriculum in accord with feedback and experience 
during the past two years, while preserving the general 
approach that makes it so successful. CRS should not add 
any additional material to this basic curriculum. (It 
should remain a curriculum that trainers--"instructors"--of 
village teachers can absorb in six months and that village 
teachers can present in a basic four-month course.) 

CRS should consider, with local specialists, the 
desirability and feasibility of producing additional teaching 
modules that could be used to complement the existing 
curriculum for continuing education purposes. Among topics 
suggested by village teachers and mothers are: 
o family relations, 
o care of elderly family members, and 
o care of the handicapped.* 

Continuing in-service education, for both village teachers 
and supervisor/instructors, should be an essential part of 
the village health program. 

CRS should consider producing the curriculum in a loose- 
leaf format to allow other organizations using these 
materials to add or subtract modules as appropriate for 
the particular context. 

* The frequency of handicapped children due to birth defects is 
striking. Most village teachers are asked by mothers for 
information on dealing with handicapped children. Marriage 
among cousins (meaning also second and more distant cousins) is 
fairly common, but there is as yet little discussion of the 
relationship between this marriage pattern and birth defects. 



5. CRS should continuo to make availablo for any interested 
parties, at no cost, the Life Cycle curriculum and related 
materials. AID should facilitate sharing of thie curriculum 
with AID-funded programs elsewhere. 

Teachinq Methodoloqy and Techniques. The teaching 
techniques developed by CRS for presenting the Lifo Cycle 
curriculum are excellent and quite unique in several ways. Above 
all, the teaching ie lively and participatory. Teaching 
techniques (e.g., participatory discussion, role play, audio- 
visual aids) are all aimed at capturing village mothers' interest 
and making the participants feel that the classes are immediately 
rewarding and even ( I I ) fun. 

This new participatory methodology is a definite departure 
from the dull, pedantic, and condescending lecture mode that 
unfortunately typifies many if not most other training projects. 
Part of the attraction in the classes, in fact, seems to be this 
engaging approach. Mothers say they come partly for the health 
knowledge and partly also just because the classes are an 
enjoyable learning opportunity -- and for many of them the only 
such opportunity in a context that is otherwise very limited. 

The CRS instructors have been trained to encourage dialogue 
in the classroom and to use demonstrations and visual aids, many 
of which they prepare themselves. (Other health personnel praise 
CRS for having inti=oduced visual aids as a novel health education 
strategy on the West Bank and Gaza and have begun to adopt it in 
their programs.) 

Many lessons are taught using role-play techniques. The 
entire first aid unit uses role-play to demonstrate the effect of 
fear and the need for quick response in emergency situations. 
Village teachers participating in the training course show 
remarkable enthusiasm for the subject content. They respond with 
delight and assertiveness in classes led by male as well as 
female CRS instructors (cf. Hamilton 1984, p .  6). 

In nearly all villages where classes were observed, village 
women were invited to the front of the class -- for example, to 
present a review of material covered in the previous meeting or 
to role-play the mother of a sick baby or a pregnant woman with 
complications. Even babies are brought forward to illustrate a 
point. Women call out answers in a dialogue with the village 
teacher (for example, to her "And then what do you do when your 
baby is this way for several days?"). The use of humor by some 
teachers (such as to imitate the conservative views of a stodgy 
neighbor, or of a husband who doesn't believe' that the sex of a 
child is determined by the father) is met with laughter and 
clearly appreciated (cf. Hamilton 1984, pp. 6-7). 

All the village teachers interviewed during this evaluation 
say they are in general very comfortable presenting the Life 



Cycle miterial. At times they are faced with a villago mother 
who is sceptical about information they present, but usually the 
mothers respect and beliavo the teacher. Since she has left the 
village to get training and education outside, other village 
women believe she must be knowledgeable. This is buttressed by 
reports of mothers who have used information presented in the 
class and seen success in the fact that their child remains 
healthier. The material presented is perceived as the most 
relevant by the supervisors, the teachers, and the mothers. The 
majority of the teachers observed present their material well, 
using participatory techniques and engaging the mothers easily in 
discussion. The mothers seem to enjoy the class, even in the one 
class observed where the teacher was hesitant and appeared the 
least prepared. 

Unfortunately, nothing exists on paper to permit people 
outside ~~S/~erusalem to replicate the teaching techniques that 
make the Life Cycle curriculum so effective. The actual printed 
curriculum (~undamentals of Health Education: Life cycle)- - 
contains only subject butnot "process" material. That is, there 
is no guidance on-the crucial techniques for presenting the 
subject matter in the captivating manner for which "CRS health 
education" has become known. Thus, without such a guide, 
traditionally trained health professionals are likely to present 
the content in the usual inappropriate "turn-off" lecture mode 
that is well known to fail in most village environments. This is 
likely to happen after "institutionalization" as well, if no such 
guide is prepared. 

Recommendations: 

1. "Guide to Using the Life Cycle Curriculum." CRS should -- 
produceand make available to others a guide (manual) to 
assist in training health educators with the Life Cycle 
curriculum. A loose-leaf format might be best. The 
following sections should be included: 

o An introduction explaining the general spirit and 
philosophy of health education for village and urban poor 
mothers through the use of village women as teachers; 

o The purpose, importance, and details of the key teaching 
techniques (participatory discussion, role play, etc.); 

o Materials design for simple teacher-made teaching aids; 

o The use of available audio-visual aids; 

o Illustrative lesson plans for the Life Cycle curriculum. 

2. Take-home reference materials for mothers. CRS should make 
7 available health education materials for each lesson to send 

home with the mothers. Mothers who are illiterate usually 
have children or male family members who can read. If no 
suitable materials exist already, CRS should consider design- 



ing and producing such materials. Some such materials have 
already been prepared by the Union of Palestinian Medical 
Relief Committees. Others may be available from WHO, UNICEF, 
and other Arab countries. 

3. Increase the -- use of audio-visual equipment (e.g., films and 
microseopa 9 villaqe teachers. This should be encouraged 
by CRS as add~tional motxtion for class participation. 
investigate the need to design or purchase-additional 
relevant materials to enable the creation of good audio- 
visual libraries in each of the three regions. 

Planned Outcome Two: Trained Staff 

The CRS instructors and field supervisors are well-trained 
and knowledgeable in their jobs; in general, they are conscien- 
tious and hard-working. The current staff has many strengths and 
seems very appropriate for expanding and strengthening village 
health education. The instructors appear excellent and able to 
instill a high degree of confidence and motivation in the village 
teachers. and the supervisors generally appear to perform their 
important field support with competence. Over a dozen in-service 
training workshops or seminars have been held to upgrade staff 
skills (see Appendix E). Evidence of local appreciation for the 
CRS program is the fact that other institutions and their staff 
have donated time and space for these in-service training sessions. 

The present combination of personnel is not sufficient, 
however, for the task of institutionalization. The project 
proposal envisaged an assistant project manager, in addition to 
two Community Relations Specialists. Subsequently CRS/JWB 
decided to eliminate the assistant project manager position, 
along with one of the community relations specialist positions, 
on the grounds that the staff should not be so top-heavy, 
especially as it faced the need to phase itself out of business 
by the end of the project. With the advantage of hindsight, it 

a is easy to say that CRS should have stuck to its original plan 
and recruited at the outset a Palestinian assistant project 
manager who, with experience in community development or rural 
health-related work, could have taken responsibility from the 
start for "institutionalization" aspects of the project. This 
would also have helped send the message to the Palestinian 
community at large that CRS was indeed serious about its support 
of village health education coming to an end. 

The present staff of supervisors and instructors (trainers of 
village teachers) will, in addition to supervisory and training 
skills, also require management skills in order to carry out their 
expected tasks. The village teachers as well as the supervisor/ 
instructor staff have all indicated the need for ongoing 
continuing (in-service) education to keep them knowledgeable or 
new developments and current in their techniques. 



Racommendationer 

1. CHS should regard continuing (in-sorvice) education for both 
the village teachers and the supervisor/instructors as an 
essential part of the village health program and should work 
with the Unions t.o identify ways this can be carried out. 

2. CRS should provide additional training to the present staff 
members to enable them to more adequately fulfill their 
roles (see section VI, "Additional Personnel Matters"). 

Planned Outcome Three: Training for New Villaqe Teachers -- 
Many addi t iona 1 vi 1 lages have requested "CRS health 

education" and CRS has successfully trained women from these or 
nearby villages to serve as village "family teachers." CRS has 
trained 118 new village teachers since the beginning of the Life 
Cycle Project and the introduction of the new curriculum and 
teaching methodology in January 1985. More than 50 additional 
villages have put forth candidates who are still waiting for 
training, however. CRS has been reluctant to meet the requests 
of all these villages because of uncertainty about the future of 
the village teachers after the project ends. 

The village teachers generally appear to be respected and 
appreciated by the women in their classes. Several aspects of 
this are worth examining further. For example, conventional 
wisdom regarding this type of health activity maintains that the 
person selected to dispense advice on matters relating to 
reproduction and child care should be an experienced mother 
herself, or at least a married woman. Evidence here does not 
support this idea. Although CRS has generally sought to recruit 
as village teachers women who are mothers, or at least married, 
many are nat. Often other characteristics (selection criteria 2, 
3, and 4 above) have ended up being more important. Many of the 
village teachers are young unmarried women (in their 20s and some 
even not yet 20). When women (mothers) in the classes are asked 
how they can respect a young woman who is not even a mother, 
their prompt, emphatic response is that they respect the 
knowledge and skills that the young teacher has been able to 
acquire by going outside the village for training--something most 
village women have not had the privilege of doing. 

There are, however, several areas in which many village 
teachers could benefit from additional (in-service) training. 

Recommendations: 

1. Conduct in-service traininq -- for the present villaqe 
teachers. To~ics miaht include: 

o How to make home visits more effective (including how to 
do so successfully without appearing to be snooping, 
spying, critical, or violating other village norms). 



How to colnmunicate wit'h and get proper care from doctors 
(who ofton intimidate village womon or give them advice 
contrary to what the course presents -- e.g. "Stop 
breastfeodirlg if your baby has diarrhea"). 

Now to make the classroom environment more conducive to 
good learning. 

Other topics listed above under discussion of the 
curriculum and below under "Advanced Curriculum." 

2. Train more teachers? Decide with the Unions whether to 
train a new class of village teachers, recognizing the added 
burden this will impose for the Unions if they are taking 
over the program. (Decide with them also whether or not to 
introduce food commodity distribution in the "new" villages). 
20 villages in the northern region have identified candidates 
for training. The Nablus Union might consider announcing to 
them that commodities would not be available in their 
villages and ask them to determine whether enough motivation 
remains to justify the course--possibly with some other 
motivational scheme to take the place of commoditiee. 

Growth monitorinq. The effectiveness with which the village 
teachers conduct growth monitoring was not a priority for this 
evaluation. Nevertheless, the evaluators did attend "baby 
weighing" sessions in eight villages. The teachers all appeared 
confident in knowing how to weigh the babies brought in and how 
to mark their weights on the charts each mother brought with her. 
None of the children were judged or recorded as underweight (and 
no advice was given). But how accurate were the weighings? With 
temperatures at this time of the year near freezing, babies came 
bundled up in many layers of clothing. (Frost was on the ground 
in one village, there was light snow elsewhere, and bone-chilling 
drizzle was falling in other villages). With no heating in the 
rooms used for weighing, teachers and mothers were all reluctant 
to expose the babies to the cold and only removed the heavier 
outer layers. To arrive at the weight for recording on the chart, 
the teacher then subtracted a bit to adjust for the clothes 
remaining on the baby. Metal infant scales, fabric sling scales, 
and bathroom scales were used in the different villages. In some 
villages, a baby that cried to protest being put in or on the 
scale was then held by its mother who stood on the bathroom scale 
and her weight was then subtracted to arrive at the baby's weight. 
(These mothers were, of course, also bundled up against the cold.) 

Planned Outcome Four: Advanced Skills Traininq 

CRS has developed an Advanced Traininq 
Villaqe Teachers, but abandoned its plan to 
village teachers in advanced skills. 

Curriculum - for 
use this for training 



The objective was to provide advanced training to selected 
village teachers who have taught successfully for o minimum ot 
one year. The advanced skills training was to prepare them tor 
(1) recognize at-risk populations and refor people for 
appropriate services; and (2) provide emergency first-aid care in 
the village. In the grant proposal, "750 preg~iant mothers given 
counseling, screoned for high risk, appropriate referrals madeN 
was written as one of the verifiable indicatorn for "foetering 
the adoption of appropriate preventive health b~haviors." 

During the first year of the project, Life Cycle staff, 
with a consultant, produced an "Advanced Curriculum"* focusing on 
pregnancy monitoring. Some village teachers received trsining in 
pregnancy monitoring and began including information on the 
importance of pregnancy monitoring in their village classes. 
However, following advice from a consultant (apparently the same 
consultant who co-authored the "Advanced Curriculum"), no 
monitoring was begun in the villages. 

It is unclear why this advice was given. Some people say 
"the Advanced Curriculum" did not equip village t-eachers to 
do much more tha? they were already doing. It may also be that 
the consultant who co-authored the Advanced Curriculum, or other 
health professionals advising CRS, advised that "non-medical" 
village women should not be acquiring health -- care skills but 
"just stay with education." 

Experience and the literature from throughout the world, 
however, have shown that such pregnancy monitoring and first-aid 
services as CRS had planned can be adequately performed by 
village workers with much less prior education than these West 
Bank village teachers. In Palestinian villages and towns where 
there are dayas (traditional birth attendants) or a physician, 
this is a less needed service. However, many villages do not 
have either a d a x  or an easily accessible physician. Many 
village women now know that they need monitoring during pregnancy 
hut are not able to receive this care. When a high-risk pregnant 
woman is identified, it is important for a physician or MCH 
facility to follow her. 

Recommendations. CRS should reconsider: 

1. Making the Advanced Curriculum (or selected portionu 
thereof, revised if necessary) available for use for in 
villages with inadequate physician services; and 

2. Training the village teachers in those villages to 
provide ante-natal monitoring. 

* CRS/JWB, Advanced Trainins Curriculum - for Village Teachers. 
Prepared by~i 'meh Michael and Daniel Carr for CRS/JWB Health 
~ducation/Life Cycle grant. 1986. 



Plannod Outcome Five: Medical --  linkage^ and Support - -- - 

CRS recognized before the project began (ae  early as Juno, 
1984) that it needed to develop on-going linkages with service 
providere in order to achieve its objectives cf education, 
monitoring, and identification of high-risk groups and 
individuals. The grant proposa.1 stated that CRS would develop a 
referral network of local providers of primary health care 
services, specialists, and hospitals and that it wou1.d develop a 
training and inservice program for health care personnel. This 
has not been accomplished, but remains an important need. 

Three strategies, or models, have emarged among local and 
foreign organizations seeking to help improve the health of the 
rural West Bank population. One of these might be called the - - 
"medical model" in which physicians and nurses (or nurse-aids) 
offer curative and preventive services in a limited number of 
clinics. These mayTbe in fixed clinics (by preference), but may 
also be provided through the use of mobile clinics on a sporadic 
basis. 

A second strategy is the "health and development model" in 
which a small number of clinics provide physician-based curative - - 
and preventive care complemented-by assistance in income- 
generating and related social or developmental activities (e.g., 
literacy, kindergarten, home economics). 

Both of these strategies require a clinic attended by a 
physician. While there is a large number of physicians on the 
West Bank (many of whom are unemployed or under-employed), 
establishing a clinic with its resultant staff and equipment 
needs is expensive. Therefore, the number of clinics supported 
by any one project is relatively small (ranging from one to about 
a dozen clinics). It is also possible with both of these strate- 
gies to have satellite clinics radiating from a base. However, 
even with satellite clinics, access to health information and 
facilities is available to only a minority of the rural popula- 
tion. The health care for that minority is fairly complete. In 
these approaches, services are usually provided close to a larger 
town and do not reach the smaller more remote towns and villages. 

The third "health education model" provides basic preventive 
and home-based health measures through the use of village women 
trained in :basic preventive knowledge who teach other women in 
the village and encourage adoption of this knowledge. World 
literature has shown that, with adequate teaching and monitoring, 
this is an effective way to reach any village--including smaller 
and more remote villages-- quickly and at a relatively low cost. 
Disadvantages are that the complementary curative and health 
monitoring services may not be available or provided and referral 
systems may be difficult, since most physicians do not consider 
vilalge women an legitimate referral system. 

A11 three of these strategies offer needed services, and no 
one is by itself adequate for meeting the population's health 



care riaode. The strategy an orcjanlzation choar%ou ciopunda on i t u  
own ph i.l.ouophy, goa 15, pcraonnul, and ramurcos . 

CRS chose the third "health education model." A t  the some 
t i m e ,  it recognized the need to develop linkaguw with on-going 
sorvica providers. A 1984 "Statomont of Worku* for the Lifo 
Cycle Projoct discussed tho objective of training villayo 
tmchers to oducate, monitor, and identify high-risk groups and 
individuals. T h i ~  document stated "To achieve the laet taak, CRS 
will develop referral network of local providera of primary 
health care services, sp3cialists, arid hospitals" and, it 
continues, "A training and inservice program will be developed 
for health care personnel." CRS' use of several West Bank. 
physicians and nurses as consultants and providers of in-~ervice 
training shows a definite sensitivity to this problem. 

There is a clear need for this type of medical linkag.\e. 
Village teachers and mothers discussing their "felt needs" often 
mention issues of pregnancy monitoring and monitoring of 
identified common adult ailments, such aa diabetes and high blood 
pressure. Many village women also tell of difficulties in 
getting seen by a physician or in a clinic (even for services 
that are supposed to be provided free) after the village teacher 
has identified a problem and advised the mother to consult a 
physician for herself or her child. The problem is often one of 
the village mother going to a doctor, being treated poorly (or 
perceiving that she is treated poorly) and, consequently, an 
ineffective outcome. 

Recommendation: CRS should, especially in the context of 
institutionalization (see section vI), actively investigate 
ways to develop links to health care providers, particularly 
for initial pregnancy checks and selected common village 
problems that directly affect mothers and children (such as 
diabetes and high blood pressure) and that could be moni- 
tored by village teachers. Suggested source: Palestinian 
Medical Union** in cooperation with the Unions of Charitable 
Societies. 

* cRS/JWB grant proposal, pp. 4-5; also Statement of Work (cover 
letter dated June 25, 1984). 

** The Palestinian Medical Union ("Nakabi") is an organization to 
which physicians must belong before they may practice medicine 
on the West Bank. It functions under the same regulations as 
the Jordanian Medical Union. It does not provide health care 
service per se, but it does provide to young physicians who 
have recently completed training some salary support to work in 
designated clinics. 



* W i . 1  1 t t l~uy t ~ o  mot: by the oncl of tho project:? 

* Are tho or i g i n a l  rxssumpt:ione vtll id  at this kimo? 

Proqress Toward Meet- the "Institutionalization" Objective - --. . -- .- -- -- 
This part of the project was behind sc'hedule before the 

grant even began and remains far behind schedule with no 
possibility of being achieved by the planned end of the grant 
(January 31, 1988) as things are presently structured. It may 
atill be possible to initiate the process but, with less than a 
year remaining, the "institutionalization" initiated will still 
'be tenuous, fragile, and may not be sustainable. Some of the 
Jriyinal assumptions remain valid; others were overly optimistic. 

CRS has used "institutionalization" to mean transfering the 
health education program to one (or more) Palestinian organiza- 
tions who would be able to keep the program operating more or 
Less as it does at present. A s  stated in the Logframe (see 
Arpendix B, p.85), CRS anticipated that by the end of the project: 

1. The Union* of Charitable Societies will be able to provide 
leadership, salaries, office space, and transportation 
for 6 supervisors; 

2. 200 villages, through local societies, will be able to 
maintain the cost of a village teacher and provide a 
classroom and needed equipment; and 

3. New village will request of the Union of Charitable 
Societies* to become involved in the health education 
program. 

Stated as a major "important assumption" was: "That the 
political and security situation will allow the institutionaliza- 
tion of the project" (~ogframe, p.85). 

This part of the project is behind not because CRS has not 
tried. The task is immemely difficult and complex. This is, in 
fact, the first time that either A I D  or CRS has tried to "insti- 
tutionalize" a project with a local Palestinian organization. No 
other project supported by AID or CRS on the West Bank or in Gaza 
has ever been established or carried out with this goal in mind. 
Thus the Life Cycle Project is trying to do something that no 
other CRS or AID-supported project has ever attempted. 

* The Logframe says union. There is no single West Bank "Union," 
but rather three regional Unions. See section I11 above. 



It WLL:J irr l n t c ~  19H4, wlli lo  f i n , t l  izlrrcj t . 1 1 ~  Tlifa CYCIC'  gr~~nt: 
proponul, that: ~Ii~/~erutia l c m  appnrorrt 1 y i n 1  tidtad diecunniontr 
wiLh tho [In i o n o  clboiit t:<lh incj ovur reoponu i h i  1 it:y Lor tha program. 
7n March 1985 ,  CIiS gi lvo n "tlioc.:u~n i o n  pnpcr" to c~ich of tho thcoo 
IJriiorlti S C C :  t i ncj tor th clc!t-.;i i. 1 s  for thc "proposed takeover of the 
aupcrvisory co~nporicr-kt-- of t h o  Ilaill ttr Education Program. " *  Thin 
included a !?-year ocwt 
E o ' l  lows : 

March-Auguut 1985 

August 1985 

September 1985 

September 1985 

Sept. 85-Dec. 87 

projection and n uugyested timetable as 

Preliminary discussion between CRS, 
Unions, and Amman [General Union of 
Charitable Societies] 

Final agreement drafted and approval 
requested 

CRS-sponsored insexvice training [for 
personnel involved in the takeover of 
this component 1 

CRS supervisors transferred to Unions 

CRS monitor takeover 

To pave the way for transfering the program to Palestinian 
management, CRS also reduced the size of its he,ilth education 
staff, revised all staff job descriptions, and adjusted salaries 
downward toward levels paid by local organizations--these being 
considerably lower than paid by foreign organizations (see 
Hamilton, 1984). 

In May, 1985, CRS received a response from one of the three 
Unions which included the following points : 

1. The Union cannot and does not wish to be a substitute for 
Catholic Relief Services on the West Bank. 

2. The Union also sees that circumstances are not suitable 
for local institutions to take over the work of foreign 
societies. 

3. T'w Union hopes that your society, and similar ones, will 
continue providing human services on the West Bank.** 

Throughout i985 and 1986, the CRS project director and staff 
continued to discuss "institutionalization" with all three 
Unions, but their position has remained essentially as outlined 

See CRS/JWR First Semi-Annual Report on Life ~ycle/~ealth 
Education Program (Attachment 6a). 

** See CRS/JWB First Semi-Annual Report on Life ~ycle/~ealth 
Education Program (Attachment Gb). 



ilbovo. rn  part the refuunl, [nay be batrod on tho belief that CRS 
(300s t ~ o t  r e a l l y  intand to a t o p  funding this program that it hrrn 
workud 80 hard t;o bui l d  up i inc l  that is naw a o  popul.ar . 

Tho three Unions differ in their ~ituationa and, according- 
ly, i n  the reasons they have given for not being able to take 
over the program. A major reason all three have consistently 
cited, however, is inadequate finances. This is a very legiti- 
mate concern. First, they are volunteer organizations with very 
meager resources. Second, whether they will receive funds for 
the program from the General Union in Amman is unclear. At least 
one of the Unions (Nablus) has asked the General Union for funds 
to support the program, and the General Union has expressed 
intent to provide fundu, but the amount is uncertain and there is 
no assurance as to when it might come. Constrair~ts imposed by 
the military occupation are also a major factor. 

Are There Other Orqanizations That Could Take Over the Program? -- - - -- --- 
No, none that are acceptable. 

When the Unions were not forthcoming, CRS approached several 
other Palestinian institutions or organizations proposing that 
group take over the Health Education program. One organization 
approached CRS asking to take over the program. None of these 
alternatives are appropriate candidates, however. CRS considered 
the two most promising alternatives to be the Arab College of 
Nursing and Bethlehem University. 

The Arab College of Nursing: In February, 1986, CRS -- 
submitted a working paper to the Arab College of Nursing." Up to 
that time, the college had shown the most interest in taking over 
the program and was viewed by CRS as tlls most promising 
candidate. It subsequently became worried about the financial 
implications and cooled to the idea. 

Bethlehem University has already cooperated with the CRS 
~ealth~ducation program (for example, by providing in-service 
training) and the head of the nursing faculty has shown 
considerable interest on the grounds that the university badly 
needs an outreach program. It is cl.ear, however, that the 
university is not able to take on so extensive a program; it 
could do outreach in perhaps 3 to 5 villages (and would like to), 
but not 144). Nor, wanting to remain a high-quality academic 
institution, could it provide six-month training at the lower 
level of the village teachers (many of whom would not meet the 
standard admission criteria and some of whom are not even high 
school graduates). The nursing faculty would like to provide 

* See CRS Third Semi-Annual Report, p. 13 and Attachment 7. 



occaa i o l l , l  l upucinl i zed uom i nilro to CRS honl. th ducal :  ion 
permmnol, buL i r t  the lcvcl of C R S '  inakructors and other more 
aonior ~ t a f  E. 

In addit. Lon to Bethlehem I J n j  vcrsity, thore are three other 
uni versit Leo on tho West Bank--1Iohron University, Bir Zeit 
University (in Ramallah), and An-Najah University (in ~ablus) . 
CRS hao contacts at all three, but none are appropriate for the 
task. Caritas Baby lIospita1 in Bethlehem, which actively 
supports the village health program (e.g. , by providing free 
space for the teacher training course), is also not appropriate 
or able to assume management responsibility for the program. 

Government of Israel officials have expressed interest in 
taking over this village health education program. This is not 
acceptable, however, to Palestinians involved in t.he program. 

Back to The Unions - - -- 
The Unions of Charitable Societies remain the most promising 

of West Bank organizations for assuming management support for 
the village health education program created by CRS. They value 
the work of the village teachers and, while eager to have CRS 
remain the sponsor of the program, at least one Union (Nablus) 
has now (during the course of this evaluation) indicated intent 
and anticipated financial ability to assume responsibility for 
the program in the northern region. The other two Unions 
(Jerusalem and Hebron) may also be or become interested in 
joining in. 

The Nablus Union remains hopeful that the General Union in 
Amman will eventually supply the money needed to fund the program 
in the north. This is estimated to be about 5,000 Jordanian dinars 
(J.D.) per month, including payment for all village teachers. 
This is 60,000 J.D. per year--equivalent to about U.S.$180,000. 
While waiting for Amman, however, the Nablus Union has now ear- 
marked 5,000 J.D. of its own budget for the program. The head of 
the Union knows this is not enough but says "It is an important 
program for our people and we will do the best we can do." 

Previously leaders of the Unions had told CRS that no single 
Union would take on the project without al.1 three agreeing to do 
so collectively. This no longer appear to be a condition. 

Recommendation. CRS shouJ-d proceed immediately with steps 
to turn management of the program in the northern region 
over to the Nablus Union (see section VI below). CRS should 
hope that the other two Unions oventually decide to join in, 
but it should not wait for all three in order to proceed. 



REDUCED DISTRIBU'IION OF PL-480 I4'OOD COMMODITIES 

The project has cut hack its dintribution of food 
commodities, but it has not yet met the stated objective of 
changing the use of commodities to become "congruent with program 
goals of: focuo on greatest need and development of village self- 
reliance and independence." Food comrnoditios (mu'an in ~rabic) 
are still distributed to -- all women who enroll in the course and 
participate in the growth monitoring, regardless of their 
nutritional or economic need. Commodities distributed are rice, 
corn oil, and powdered non-fat milk. (All are provided t'hrough 
the maternal-child component of the PL-480 program). 

Before the Life Cycle Project began, it was possible for a 
woman to continue receiving commodities for up to five and even 
as long as nine years .* Many did. CRS judged this to be 
inappropriate and, at the beginning of the Life Cycle Project, 
changed its policy and scaled back the distribution of 
commodities. Now a course participant may receive commodities 
only for the six months while attending the class and thereafter, 
while participating in the weighing, for an additional six months 
-- that is, for a maximum of one only year. 

Food commodities play a questionnable role in the program. 
It appears that the commodities were important as an incentive 
for participation when the Nutrition Project was being 
established in 1975, and they were probably important for 
nutritional reasons as well. Today, however, the situation is 
different. First, the nutritional need is no longer so acute. 
Second, the course content and approach has been improved to the 
point that many if not most women come to it for the knowledge 
and skills they can learn, not for the food. Critics also charge 
that handing out food commodities fosters an undesirable 
dependency orientation, perpetuating the "UNWRA dependency 
mentality." (It is this aspect of the program, in fact, that 
seems most criticized.) At the same time, many villagers (female 
participants and male sponsors alike) argue that the food 
distribution is still a useful motivator and should be retained. 
The issue is not clear-cut (see Appendix F). 

In any case, CRS' scaling back to a one-year maximum of food 
distribution was a significant and positive change. CRS has not 
developed any additional plans, however, for further modifying 

- * This was possible because mothers were encouraged to bring 
their children in for growth monitoring (weighing) until the age 
of five, and could receive commodities durinq that period. If 
a mother thereafter enrolled in one of the ofher th;ee CRS- 
introduced courses, and brought a younger sibling in for 
weighing, this again entitled her to commmodities until that 
child reached age five. (See: "Commodities" in Addendum 
materials to Life ~ycle/~ealth Education grant proposal, 1984.) 



tho commocli.t i .ou distribution to achieve its otatcd object Lvtl of 
focusing on ncad and develapmant of villago self-reliance. 

Recommendation: CRS,  in accord with  it^ original 
objective, should phase out the commodities distribution as 
it presently exists (going to all health education 
particanta without consideration of need). Phase-out should 
be gradual, however (see section VI below). 

ACHIEVEMENT OF PROJECT OBJECTIVESz GAZA 

Objectives have not been achieved in Gaza and probably 
cannot be achieved by the end of the project. CRS has succeeded 
in conducting one successful six-month health education training 
course in Gaza for young women interested in becoming community 
health educators. This training was well-presented and has 
attracted the interedt and admiration of other donor personnel 
working in health in Gaza. But CRS has not carried out all 
anticipated Gaza activities, nor is this planned. 

Initiating and instituting a CRS health education program in 
Gaza appears from the outset to have been a lower-level objective 
of the project. The fact that this objective is not being 
achieved should - not be considered a major failing of the project, 
however, for several reasons. 

First, as noted above (see section III), Gaza and the West 
Bank are radically different in major ways, necessitating diffe- 
rent development strategies. Second, the CRS Health Education 
program had already, at the outset of the Life Cycle Project, 
established a good basis of operations throughout the West Bank. 
For the West Bank, the project objectives were to strengthen, 
expand, and "institutionalize" this program. In Gaza, the program 
had not yet been introduced and the project objectives were to 
start from scratch to do so. Third, with the majority of Pale- 
stinians in Gaza being poor refugees, there are no Palestinian 
organizations able to take on such an effort as the West Bank Is 
village-based charitable societies and Unions have done. 

CRS recognized these obstacles before the project began. 
According to Sr. Barbara Cline, then project manager for the Health 
Education Project and author of the Life Cycle grant proposal: 

"Concerted effort has been made to identify an organization or 
agency in Gaza through which to operate a Health Ed.ucation 
Program. Nearly all health care services are rendered through 
the government [of Israel] or UNRWA. There are a couple of 
other programs, but they are not far-reaching in their service 
population. 

The government clinics are not appropriate because of the 
political situation, even though they are interested. Contact 
has been made with UNRWA which is interested in strengthening 



i t n  nomiricr 1 hcn l th eciuea t: ion prog ram. Many yuee t iona nr isc 
roqnrdlng involvomont with UNRWA, howovor none that are 
unanswerable. Over ha1.f the popul.ation of Gazn aro living i n  
refugee camps and aro in need of health education. Tho major 
area of nood appears to he in nutrition and hygiene."* 

The present and previous project directors have made on- 
going efforts to find organizations in Gaza with which to launch 
health education activities. The present project director, 
Daniel Carr, appears well known by principal personnel of the 
leading relevant organizations in Gaza and they speak openly with 
him of their esteem for the Life Cycle curriculum and 
participatory teaching techniques. It has been hard for all, 
however, to envision a way in which the CRS healt3, education 
program could be worked into the programs of these other foreign 
organizations. CRS' recently concluded Gaza training course was 
a breakthrough but it is hard to see how this could result in an 
ongoing health education program. 

The Gaza traininq course.* This course came about when, -- - 
after much discussion, the director of the Near East Councii of 
Churches (NECC) Committee for Refugee Work in Gaza, asked CRS if 
three of his current staff could be provided with CRS health 
education training. It was eventually agreed that NECC would 
make available a good classroom for this training if CRS could 
find at least 10 participants in order to constitute one course 
as a model for possible follow-up later. 

The problem here was that, unlike on the West Bank, the 
trainees (except for the three NECC staff) would have no promise 
whatsoever of employment in health education following the end of 
the course. Eventually 15 young women applied, were interviewed, 
and were all told clearly that this was not a promise of c x k .  
The course began on July 1, 1986, with no assurance that any of 
the young women would even show up; 27 showed up.** 

Following completion of the course in February 1987, three 
of the major health providers in Gaza (the NECC, Red Crescent, 
and UNRWA) have employed, either with pay or as volunteers, a11 
of the CRS trainees. Another institution (the Child Development 
Center) requested more CRS health education teachers. Some of 
the course graduates had also arranged with local mosques to 
provide health education to neighborhood women. Even though some 
of the graduates are now working on only a volunteer basis, this 
constitutes a major and promising achievement, given that only 
three of the trainees had any promise of employment at the 
outset. It is also significant that no food commodities were 
linked in any way to this course. 

* CRS, Addendum materials to Life Cycle/~ealth Education grant 
proposal (identified in cover letter to AID, as "responses to 
qwes tions on the Health Education Project , " 1984) . 

** See Third Semi-Annual 
Proqram, CRS/JWB, 1986 



Part V 

IMPACT AND IMPACT MEASUREMENT 

I o  the quality of data being collected on tho project 
sufficient to evaluate its impact? 

Can it be said at this time that the project is having a 
positive health impact? 

Will it be possible at the end of the project to determine 
whether it has had a positive health impact? 

What other impacts is the project h;,ving? 

Should other data be collected anc f . - th~x  nmthods used to 
supplement: the present questionnafr.~? 

What minimal data are required riix I-,,. ?i;-~~.,<ng health impact 
at the village level, now and aft(&,- "lr ': 1 tutionalization"? 

There is suqqestive evidence that thl r m+*l dell be one of 
the most success~;l AID-supported pro jecl*,~ :.1::. Near East, and 
perhaps anywhere. It may be one of tho :*, 0 :  9' c 'eesful primary 
health care efforts and it may be one ooi: ~ 7 ; - :  $... 1 ~ 1 :  successful 
projects in terms of its beneficial impacib 11.: women. It has 
also had a significant "spread effect," 01. 2osCtive impact beyond 
its immediate beneficiaries. There are serious shortcomings, 
however, with the present impact measurement f~trategy. 

HEALTH IMPACT 

Observations of people famiiiar with the Life Cycle project, 
including descriptions of its direct benefits as well as its use 
as a model for other health projects, attest to the project's 
effectiveness. Firm impact data, however, do not exist. 
Systematic quantification of the impact of health education or 
other primary health care projects is notoriously difficult to 
achieve. 

The Life Cycle Project's Monitorin9 and Evaluation System -- - 
A monitoring and evaluation system was devised at the outset 

of the Life Cycle Project. The village health teachers routinely 
record information regarding sites offering health education and 
numbers of women taught and children weighed (as well as child- 
specific growth monitoring data). In addition, a questionnaire 
is administered to women before and after health education to 
document changes in health knowledge and practices (see Appendix GI. 



Thin moni tor in9 and ovrll unt ion oyutorn providca data for 
ussossiny tho affectivetieas, if not the impact on health, of t h e  
projoct. In addition to provitlincj informat ion on tho project's 
current atatus, this syotem was intended to pcrmi t doc itjiono 
regarding mid-course correctiono. One of tho two main purposes 
of this evaluation was to determine whothor change8 should be 
made in this system, including whether new or more useful 
indicators should be selected for nloasuring effectiveness and 
in~pac t . 

The project's "logical framework" (see Appendix B) specifies 
the "objectively verifiable indicators" which form the ba~is of 
the project's evaluation strategy. These indicators are 
specified in the grant as the criteria for reporting to AID and 
for evaluation of the project. This section of the report 
focuses on CRS's collection and handling of data for the 
evaluation of project impact as required by the grant. 

However, the principal purpose of a monitoring and 
evaluation system should be to guide management decisione. Any 
alterations in the project's monitoring and evaluation system may 
well be chosen to facilitate reporting or end-of-project 
evaluation. But, in view of the goal of "institutionalization," 
it is also important to consider the perhaps different needs for 
information to guide decision-making after the end of the grant. 

Data from project and other sources may be used to monitor 
and evaluate the Life Cycle Project at three levels, including: 

1. Project outputs, such as whether the levels attained 
achleve those projected in the logical framework 
(presuming project inputs were adequate); 

2. Project effecti*~eness, including changes in the 
prevalence of health knowledge and target health 
behaviors; and 

3. Project impact, including reductions in morbidity and 
mortality in the beneficiary population which may be 
attributable to project interventions. 

Presently available sources of information that may be 
tapped to evaluate the Life Cycle Project at one or more of 
the above levels are: 

1. Project manaqement data (project outputs); 

2. - The project's evaluation questionnaire (administered 
to mothers in participating villages before and after 
taking the Life Cycle course); and 

3. Growth monitoring data (maintained by village health 
teachers and mothers, twice monthly if underweight, 
monthly if (1 year of age). 
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At Presont -.- ..---.--- 

Conclun ions about current. achievement~ in pro jock 
outputs can he drawn from information avai1abI.a in existing 
projoct records. Questionnaire data gathered before and after a 
health education course ie held in a village suggest that the 
project has altered health knowledge (and probabl health i! behaviors) in the beneficiary villages. More nformation is 
needed, however, to strengthen tho argument that the positive 
changes observed are attributable to the project. 

Project Outputs 

The project records provide the following data regarding 
outputs as of the time of this evaluation. Also included are 
projections established in the project proposal and anticipated 
levels of these outputs at the end of the Life Cycle Project. 
See chart below: "Project Outputs: Current and End-of-Project 
Projection. I' 

PROJECT OUTPUTS: CURRENT AND END-OF-PROJECT PROJECTION 

Output Current 
Leve 1 

Initial EOP 
Projection 

Village teachers 
trained 

Sites of active 
health education 

Courses taught 621 

Mothers completed 
new curriculum 

Children ( 5  
weighed/month 

Referrals for 1 
antenatal care 1 total of all 

I referrals 
Bir thweights 1 681 900 

I (advanced curriculum 
Referrals for 1 never implemented 
growth failure I as planned) 



Obsurvul- i arm ot v i  1 Lago foachot n , oupt:rvisoru, arid othoru 
f,w.ype t thn t tho hod1 th eclucnt ion h n  i mproved mothare ' hen 1 t h  
knowladgo and actun lly cliangod haal.th behaviors . S y s  tomntic 
quant: i tative assosslnent: of ctlanye~s in health knowledge and 
behaviors is more complex. 

The CRS questionnaire (see Appendix G )  administered to 
mothers by CHS supervisors before (N-838) and after (Nc1012) the 
health education course was introduced in their village responds 
to donor pressure to provide a quantitative assessment of project 
effectiveness or "impact." Although this questionnaire provides 
some useful information, problems with its design and and 
administration, as well as the software for its analysis, limit 
the utility of the results. Difficulties include: 

o No documentation of current pregnancy (only if the numbers 
fail to add up is there the implication of either current 
pregnancy ox history of multiple births). 

o Failure to include a time frame for reproductive history 
makes it impossible to calculate fertility rates or infant 
mortality rate. 

o Reporting of pre-natal care for - all pregnancies induces 
a similar "wash-out" of any impact of the project on 
proportions of respondents seeking ouch care. 

o Self-reporting of health behaviors introduces bias, 
particularly as the CRS field superviaors administering the 
questionnaires are "invested" in results. 

o Although there are no obvious cultural barriers to the frank 
reporting of responses to the questions by mothers, there is 
confusion regarding some questions (esg., does "Did you take 
your child to the doctor?" refer only to the response to the 
child's diarrheal disease in the preceding questions, or for 
any reasons?) 

o Some of the CRS field supervisors ask the questions methodi- 
cally, while others fill in the form after the visit based 
on a combination of direct observation (as of living condi- 
tions) and open questions (regarding health attitudes and 
practices). Some supervisors administer the questionnaire 
to women individually in their homes; others do it to women 
in a group who have the opportunity to discuss the questions 
asked with women who have just been interviewed. These 
widely differing methodologies introduce obvious geographic 
biases as each interviewer covers a separate area. 

o Heavy emphasis on collection of sanitation and other 
socioeconomic indicators which are not likely to change 
promptly i.n response to health educatfon. 



Tho informat ion provided by those quuutionnaireu La usoful 
background in format ion on the pop1 at ion sarved This 
in for mil ti or^ gathorud d o ~ a  not constitute reliablo data as to 
chanyeu in hoalch status or mortality attributable to tho 
project, however, bscaueo of the limitation6 noted above. 

~lt'tlouc~h comparison of the groups with and without health 
education is hampered by the nature of the sampling process, the 
two groups do appear to be roughly comparable in terms of the 
indicators of living conditions and socioeconomic statuu. Women 
who have completed the health education course have a larger: mean 
number of pregnancies, but this is likely to reflect a difference 
in age, rather than fertility, between the two groups. That the 
group with health education is more likely to report births in 
hospital (46% vs. 37% among women without) may reflect the fact 
that the Life Cycle Project is more recently reaching the smaller 
villages, with the result that more baseline questionnaires have 
been collected from among women who live in mare remote areas. 
That there is no significant difference (45% with, 42% without) 
between the two groups for reports of prenatal care suggests that 
the women are not likely to be reporting prenatal care or 
hospital deliveries to please th,e interviewer after they have 
completed the health education. As noted above, these indicators 
are - not likely to reflect actual changes with health education 
since they include all past pregnancies. 

Whatever the data show, the questionnaire as currently 
designed offers the following "best hopes" of documentation of 
differences in health behavioru among those with and without 
health education for : 

* reduction in the prevalence of bottlefeeding, 
* average age of introduction of semi-solids, and 
* proportion of women who have ever used ORT. 

The data now available from the questionnaire suggest that 
the following improvements in health practices (with caveats 
noted above) be attributable to the project: 

Indicator Before Health Ed. After Health Ed. 

Number of respondents 838 1012 

Percent of women who did 38% 
not bottlefeed last child 

Percent reduction in use of 4.6% 
bottle since previous child 



In  viaw of t. ho froquuncy of t,ronnminrrion of ont sr  l c  c l ir~onnau 
t:hrouqh tho ufle of bot t 1 us for in Earit f ~ M l  i ncj, thiu char~qa iri 
huillth behavior can bo oxpoctud to hiavo a p o a i t  ivo impact: on 
hoa Lt h o t;r t u u  nrnomj thoso women with hoa 1 th utlucat i o n .  No 
fr igrii t i  cant d i F ferorlcm wan trol.oc1 bcCwoori tliorjo groups wi ttl ar~d 
w i Lhout. tion 1 th educat ion with r o s p c t :  t:u averago riumhor o f  morlL!?u 
bro,lo t fod pr for to iritroduct ion of weani rig Eoodn, or propor t ion 
of women reporting ORT use. The failure to damonstrate theso 
cliffersncee reflscte difficultbos with the questionnaire design, 
and doeo not imply that the project has had no impact on these 
health behaviot 6 .  

Another potential use of the data from the questionnaire is 
in the development of risk indicators or a risk index. The 
available information, notably the pregnancy and infant and child 
mortality histories and the socioeconomic indicators, are known 
predictors of subsequent infant and child mortality. Such 
information could be used by the village teachers and supervisors 
to identify target populations for intensive education or other 
interventions. 

Although - not to be mistaken as a current infant mortality 
rate (which is reported for a single calendar year), it is 
interesting to note that the rate of mortality among infants 
throuqh - the entire pregnancy history for these women is 64.2 per 
thousand live births. Given the usual difficulties in ascertain- 
ment of IMR, this number is probably an underestimate. However, 
it is interesting to note its comparison with those noted or 
estimated by others (see section I1 "Health Status" above). 

Project Impact 

Data to support project impact on health status (i.e., 
morbidity and mortality) are not now readily available from 
project records, but may well be obtained before the end of the 
project. 

At the End of the Project ----- 
Project Outputs 

An update of the matrix above based on outputs specified in 
the logframe will undoubtably document that the project achieve- 
ments are in proportion to the outputs promised at the end of the 
project. Such information will again be easy to abstract from 
project records through the existing data collection system. 

Project Effectiveness and Impact 

Additional or corroborative sources of information, 
including from non-CRS sources and special surveys, may well 



Popul~tion registration or census data are out of date or 
of ten  q r o s ~  ly inac~urate in the West Bank and Gam. I n  view of 
this lack c , f  "denominator" data, figures such a, the percent of 
the popul.ation served in any given area are not readily 
obtainable. The indicators selected for measuring project 
efCectiveneos or impact should therefore be readily obtainable by 
sample surveys, and preferably not based on externally obtained 
census data. 

Special surveys conducted by CRS personnel represent perhaps 
the best hope of doc!umentiny project effectiveness. In view of 
the difficulty of documenting true impact on either morbidity 
(particularl-y in view of the projects lack of association with a 
curative case network) or mortality, intermediate indicJatora may 
be selected which will permit estimates of cases or deaths averted. 
The following list of suggested indicators is a.n attempt to 
provide a balanced collection o f  relatively sensitive measurea of 
effectiveness with a few indicators which are less likely to 
reflect significant change but are worth the attempt to link 
program interventions to changes in the indicators that 'have a 
proven relationship with reductions in morbidity and mortality: 

o ORT knowledge and use 

o Percent of children (5 enrolled in growth monitoring, or 
families with children (5 with growth monitoring charts 
on hand 

o Percent of children breastfed - and eating semisolids at 6 
months 

o Percent of children weighed in last two months 

o Percent of children malnourished by grade 

o Percent of women receiving prenatal care during their last 
pregnancy 

o Percent of women who delivered their last child in hospital 



u
m

o
5

 
C

 
c

L
IJ

J
,Q

=
 E

T
c 

0
) -
0
 

rn-A
 
0
 

E
 

m
a

 -
u
 ra

-4
 

a
-
4
 c 

C. 
3
 
Q

,u
 

o
r
:
 0

 m
C

Lt'C
12 

m
 -
4
 a

-4
 a
 

c
~

m
m

g
a

o
 

m
a

 al 
Q

, 
O

F
 

>
 

E
 a

k
a

=
 JJ 

al 



1)isc:onkinuo ndmllr irrtrilt ion of the currorrt yuonrt ionnaire. 
Ilea o thur  tiiltil coll.ect ion tuchr~iqucrs ( o  . g .  , focue groupa, 
key informant intorviewu) to complsko ad hoc qualitative 

7- - studiue of project eff~ctivensea, bene'i^%c~ary satisfaction, 
and othel: indicntore that can be usod to guit-lo program 
management . 
Obtain epidemiologic technical assistance (for example, by 
a connultant from a local univereity, preferably with the 
concurrence of the [Jnions) in the design and field-testing 
of a new questionnai1:e which is more responsive to evolving 
informati m needs. The consultant should work with CRS and 
the Unions to design this component of the MIS including 
establishing a system for data processing (o.g., pra-coded 
forms and software selection) and format for reports. The 
consultant should have epidemiologic, statistical, and data 
management expertise and be able to work with CRS field 
staff in pilot-testing and administering the questionnaire. 

Select new indicators of project effectiveness and impact 
that will provide a balanced "portfolio" of sensitive 
indicators (such as of knowledge change) and more difficult 
to obtain measures such as of health behaviors or diseaoe 
incidence which may permit estimation of morbidity or 
mortality reductions due to project interventions. 

Additional indicators of project effectiveness should select 
operationally def inab1.e learning objectives (from tho 
curriculum) such as health knowledge or behaviors which can 
be reported as a binary response (i.e., present/absent) or 
which are quantifiable. Open questions are of little 
utility except in preliminary or exploratory studies. 

Once the new questionnaire is developed and adequately field 
tested, periodic sanple surveys would be a preferable method 
for data collection. Cluster or other sampling techniques 
in villages with and without health education will probably 
prcvide similar numbers of "cases" and "controls" to assess 
project effectiveness (and possibly impact) with a few days 
work. The consultant selected for the above activities may 
also address recommendations for sample size and sampling 
technique. 

Current project staff would be well suited to complete these 
field surveys, however careful training for the task will 
assure consistent interview methodology. In addition, 
interviewers should be "blinded" such that they are not 
aware of whether the respondent has compl.t?ted health 
education. 

Information from the existing data base or from future 
surveys could be used to identify high risk households or 
geographic areas for targeting of services. Information on 



(rgo ol: ~aol-tior, par i t:y, p3ut hiotory of infant ant1 chi It1 
mortal i t y  or sociouconom i c  indicatoru cou l d  be uaocl to 
i n c r u a u c  program impact in noody areas. 

o An asf~osumant of the fuaoibility of u u l r l g  datil  abstracted 
from the Csri t a e  Baby IIoupitaL and tho Iiobron Rehydration 
Contar for impact evaluation should ba conducted. T f  
numbers of caees of severe dehydration due to diarrhea are 
adequate over the past 3-4 years and if geographic data are 
specific enough to correlate with CRS records for villages 
with and without health education in the Hebron area, 
numbers of cases by month and by village may be listed. If 
reasonably accurate village population data cannot he 
obtained, there is no reason to proceed. The consu1,tant 
identified for the survey activities could perform the 
feasibility assessment and coordinate the abstraction of 
records if indicated. 

o Records of patient contacts for prenatal care in the 
Ramallah area for the Lutheran World Federation's outreach 
program will be forwarded to CRS (as arranged per meeting 
of February 13th). Theae records should be reviewed to see 
if they will provide an opportunity to compare numbers of 
women seeking prenatal care in areas with and without health 
education. Again, the denominator data on populations 
served will be of great importance such that the information 
need not be further analysed if population data are not 
available. If populations can be reasonably well 
ascertained, the epidemiologic consultant may be requested 
to examine the records further. 

o An extensive data base is being compiled based on household 
surveys in the Hebron area by UNICEF and the GOI. Although 
data entry and analysis has not been completed at this time, 
an effort may be made prior to the end of project to 
collaborate with the Ramallah Health Services Research 
Center (RHSRC) in the use of the data for project evaluation. 

o Existing information should be disseminated to benefit other 
health-related activities in the West Bank and Gaza and to 
inform the contributors (inciuding villages) of the results 
of the data analysis: 

Improve procedures for systematic feedback to mothers 
of the results of growth monitoring through explanation 
of the findings at the time of the weighing. Also 
consider use of a village "scattergram" on which 
markers for individuai children can be moved with each 
weighing. Such a chzrt, particularly if posted where 
it can be viewed by all, may provide additional 
motivation to families with growth-faltering children. 

2) Simple narrative summaries of the results of data 
collection efforts (such as the questionnaire) should 
be distributed to to the unions and the villages. A 



3) Maximize the u s u  of project information by presenting 
results to other CHS projects. For example, a 
stratified analysis of the data on diarrheal. disease 
by sanitation practices and facilities may be useful to 
CRS' Rural Development Project in prioritizing or 
reporting the expected impact of itn activities. 

4 )  Dissemination of reports to other organizations with 
health-related activities in the West Rank will also be 
important. Primary data collectiono based on such 
household surveys are not frequent in the West Bank, 
and sharing of such information may aid others in 
optimizing their resource allocation. 

o Use locally obtained technical assistance and the 
subcontract mechanism (see Section VI) to shift control and 
responsibility for this management information system to 
the Union(s) prior to the end of the project. As reporting 
requirements will cease at the end of the sucontract period, 
special attention must be paid to devising an MIS which is 
inerpensive and yields only that information which will be 
key to project management after project funding ends. 

SPREAD EFFECT 

The CRS West Bank Health Education Program is also noteworthy 
for its "spread effect." It has had a definite positive impact 
on numerous other health education and primary health care 
efforts here and elsewhere. This includes the following. 

1. The Life Cycle curriculum (in entirety or in part) has been 
adopted by several other primary health care projects and 
programs in the West Bank and Gaza (e.g., Caritas, NECC 
Gaza, and the Union of Palestian Medical Relief Committees). 

2. Many other primary health care providers have hired CRS 
course graduates trained with the Life Cycle curriculum, and 
are continuing to do so; some organizations (e.g., NECC, 
~aza) have arranged for their employees to take the six- 
month CRS training course. 

3. Other organizations (e.g., UNRWA in Gaza) have adopted 
teaching techniques introduced to the West Bank and Gaza by 
the Life Cycle Project far use in their program. 

4. The Ministry of Health of the government of Israel, with 
UNICEF, has initiated an "Expanded Primary Health Care 



I 'rojoct" in t l ~ o  IIubror~ r ~ g  lor1 mot101 ad in large part aftor 
CRS ' Weu t Dank iIea 1. th Ed~cilt. ion program. * 

5 .  'rho govc?rnmont of Jordan, with ~ ~ ~ I ~ o r d a n ,  has  just ( in 
1906) initiatad a project rno(1oled aftar tho CHS Woat Dunk 
Ileal t h  Education proqram uuirlg ita Life Cyclo curriculum m d  
the name dynamic, participatory teaching approach. 

6. CHS receives, and complies with, requests from other 
countries (even outside tho Near East) for the Life Cycle 
curriculum and related materials. Recent examples include 
Egypt, Jordan, the Philipinnee, and Indonesia. 

7. Finally, many other local organizations use this network to 
di~~tribute their health care messages and services. For 
example, the CRS program has been instrumental in promoting 
immunization against polio, tetanus, and typhoid. CRS has 
distributed flyers in Arabic for Bir-Zeit University depict- 
ing local health problems. Hospitals and other agencies use 
the CRS health education network to distribute information 
about the incidence 9 f  diseases or potential epidemics. 

IMPACT ON WOMEN , 

It is generally recognized that this program has been highly 
successful in providing village women with meaningful, easily 
utilized health education. In the process, it has also had a 
"capacitizing" effect on many of its participants by virtue of 
encouraging decision-making and problem-solving -- and, for a 
few poor village women, some income-generating activities. 
In fact, the Life Cycle Project may even be among the most 
successful AID-funded projects in benefitting village women whose 
options are otherwise very limited. This project : 

o has trained 118 women to become health educators ("family 
teachers") for the mothers in their communities, chiefly 
villages. This has taught them not only health-specific 
information but also broader skills in decision-making and 
problem-solving as well as income generation, entrepreneur- 
ship, and experience in working with men, medical personnel, 
and other professionals from outside the community. 

* The Director of Personal and Community Preventive Health 
Services for Israel's Ministry of Health indicates that the 
success of the Life Cycle Project inspired the design of the 
Expanded Primary Health Care (EPHC) project which the GO1 has 
initiated with support from UNICEF. This project was intro- 
duced on a pilot basis in 29 villages in the Hebron area in 
1985. Following the model of the Life Cycle Project, it also 
selects yocng village women to be trained as village health 
workers, trains them using a curriculum adapted from the Life 
Cycle curriculum, and asks villagers to provide a room for 
village health activities. 



h,ls prov idotl o v e r  1.3,000 v i l lngo womuri w i . th approxi ma t c ?  1 y 40 
hours of innovat fvu, Ij81r:ticipatory irlr4Lruct ion (tho " l l i f o  
Cycle" curricul.um) In bi1oi.c tiyqisno, firm4 Ly nut:rit:ion, 
mi~t:c~tial. roprocluct ive hoalth , infant: arid ch L1.d care, child 
tlc~volopmont, and firet: aid. 

has won the wide support of husbands, mot.hers-in-lawa, 
vi 1 lage Lsadorv (men)  , and male-led vi 1. luge organizat iona . 
It is no small feat that this hag been achieved in a 

cuLtural context in which many men do not let their wives leave 
the village and village women do not have many opportunities for 
education or mobility. The explanation is that, while most men 
do not let or like their wives, daughters, and daughtere-in-law 
to leave the village, they do value their children intensely and 
are pleased to have their wives attending a class, -- in the villaye 
that provides new, modern knowledse about how to take better care 
of thGir children. While this is a capacitizing, even perhaps 
even "liberating" class for the women, is not opposed by the men 
because of these two facts: (1) it is in the village, and (2) it 
is for the sake of their children. 

One of many examples of the project's "capacitizing" effect 
on women is provided by Jemaileh, a village teacher in Jericho 
district. Several women in the health education class Jemaileh 
teaches had complained to her that a local doctor was giving 
advice that contradicted what Jemaileh taught in class. Specifi- 
cally, Jemaileh had told women in the class that, even when their 
infants have diarrhea, they should continue breastfeeding 
throughout the diarrhea. The doctor, however, had told the women 
to stop breastfeeding. Jemaileh, upset, went to the doctor to 
learn why he was giving women incorrect advice. 

The doctor reportedly asked Jemaileh: "Who are you? Are 
you a nurse? How do you know about these things?" Jemaileh 
explained that she is a health education teacher and told about 
the class. She reproached the doctor, asking "Why do you tell 
these women to stop breastfeeding? You know this is the wrong 
advice." Eventually the doctor responded: "Those village women 
are illiterate, stupid, and often very stubborn. I don't want to 
get in any fight or argument with them. So when they ask 
'~octor, is it my milk that's making my baby sick?' I just agree 
and tell them to use a bottle instead." 

Jemaileh says she scolded the doctor, telling him that even 
thodgh some village women cannot read and write, they are not 
stupid, and that he should give them the advice--to continue 
breasfeeding during diarrhea--that he knows professionally to be 
the right advice. This the doctor now does, says Jemaileh proudly. 
And recently when some of her "pupils" went to the same doctor, he 
asked them: "Are you in Jemaileh's health education class?" .... 
"I thought so, because you ask such good questions." 



liuco~nmor~tlnt i onr  (INS 13110~ Id CWILI icier f.urltl i nq a n ttldy (or 
K+I t u t l l e n  ) to tlot.c~rnlitrrl i ~ t l t l  clocuraent t h o  ox1 onl: am1 nn t u r o  oC 
t h e  program ' r3 linpact on womon, prov iclorl t hi1 L th is cirri bo tlono 
it) a maritlor that suppor t t t  othot objuct ivuo . Arl i n-dopth 
qua 1 i tn t .  l vu  noth hat lo logy ( a  . g . ,  anthropoloyl.ca1 , focus-group) 
uhoul.d be usucl.  Tdu;ill.y, CRS staff or othor Palaatiniime in 
each rog ion  u h o u l d  take tha lead, but apply  a common 
rnukhodology. A pousib1.o model is tho in-depth study of 
Car itan ' project in Nahalssn (see Giacaman 1.986). 

OTHER DEVELOPMENT IMPACT 

The project is said to be having a significant developmental 
impact among the village population in general. In particular, 
is h a s  been said that villagers are becoming more skilled in 
identifying their own needs and in finding ways to meet them. 
This appears to be true. It is also said that this project has 
contributed to growth in self-reliance and entrepreneurship. 
This is possible, although more definitive evidence is needed to 
confirm this. If this question is explored further, it will be 
important to ask which segments of the village population6 are 
benefitting from the project (e.g. less advantaged villagers ao 
well as elites). 



I NS'FTTUT LONALIZATION : SIJS'I'AIN ING PRO~JFXT ACHIEVEMENTS 

* What a re  t h c  o~rlcrit ia l  elemento for inst: i t utionsl iznt ion? 

* I s  PL-4fjO food osaential for program operation? 

* I a  the CRS/JW~ inat~tutionalization plan adequate? 
Which aspects of the current plan need to bs changed and how? 

* Is the current level of motivation of the participating 
charitable societies enough to sustain institutionalization? 
If not, what are some ideas to increase, this motivation? 

* Is the current level of managerial skills sufficient for 
the local societies tc take over supervision for the Life 
Cycle Project? 
If not, what can be done to improve them? 

ESSENTIAL ELEMENTS FOR INSTITUTIONALIZATION 

Strategies - for Institutionalization and - Sustainability 
There are several alternative strategiw from which a donor 

organization can choose in establishing a project whose benefits 
will be sustained -- "institutionalized" -- after the end of the 
donor-funded project. In the case of a service-delivery project 
(which is what the Life ~ycle/~ealth Education Project is), there 
are two main strategies. 

Following one strategy for " i n s t i t u t i , o n a l i z a t i o n , "  the donor 
organization creates a system or an institution with the hope 
that, once this system has been established and taken hold, some 
host-country organization will be able to sustain the system once 
the donor's project has ended. This is what CRS has done in its 
Life cyclel~ealth Education Project on the West Bank. This form 
of "institutionalization" may be defined as transferring 
responsibilities and operations from the donor-organization to 
local host-country people or institutions in such a way that 
services and other benefits established by the project are 
perpetuated after the end of the project --that is, after 
financial and technical assistance provided by the donor have 
come to an end. 

Once a service delivery project (such as the Life Cycle 
Project) has been established, the feasibility of 
"institutionalization" depends on several important conditions: 
first, the continuing motivation of a local organization to adopt 
and carry on the donor's project as its own program; and second, 
the ability--financially, managerially, and technically--to 



A oaccmcl stratogy to provi(1o Car il ( lor lor- ini  t k i i  tcd pro joct. 
Going " i r ~ f ~ t i t t ~ t : i o r ~ i ~ I . i ~ ~ l c i  with cl h~ut--c:~~titry orgar~izntion aftor 
tho dongr ' a  pro joc t 11an onriod is to lodgo ~ h o  pro j a c t  from the 
outsut I n  a host-country orgwizat ion. rthi a tnennu that the donor 
begins with an exiz3ti.ng scrvic?-delivory syatom ( o . c j . ,  the clinic 
oyatom cstahlished by tho host-codiitry government's Ministry of 
Health, or even a ~~ingla already-existing university) and 
then provides financial and technical assistance to 
strengthen aelected aspects of the already-existing inetitution 
or program. In this case, the process of "institutionalization" 
goes on automatically throughout the course of the donor's 
project. This is what CRS originally (in 1984) proposed for the 
Gazia component of tho Life Cycle Project -- namely that it would be 
"administered from the outset by a local agency in a cooperative 
format that will. eventually lead to assumption of the project by 
that agency."" This, CRS found, was not possible, given the 
circumstances under which organizations function in Gaza. (Some 
Palestinians say that the Life Cycle Project should have adopted 
thin approach on the West Bank as well, but no one can point to 
an existing Palestinian organization that would have been 
feasible and appropriate for this back in the mid-1970s.) 

A third strategy for "institutionalizing" project achieve- 
ments might be called the "quality products" approach. The 
project, during a limited period of time, simply produces its 
"outputs" as well as possible--be they new techniques or techno- 
logies, printed materials, or t.rained manpower--and makes them 
available to benefit appropriate existing institutions. (In this 
case, CRS would be responsible for producing the quality pro- 
ducts.) The approzch does not depend on any organization taking 
responsibility for the continuing provision of any services. 

Essential -- Elements - for Institutionalization 

Elements - for Institutionalizating Service Delivery Projects. 
Certain essential elements are required for institutionalization 
of any service delivery project (such as the Lifecycle Project). 
~irst--is that - the project has been successfully established. 

7 Then essential elements for institutionalization include the 
following: 

At -- the beneficiary level: Service providers must continue 
to provide services to beneficiaries. For this they need: 
a. transportation (if required initially), 
b. supplies, 
c. technical support and supervision, 
d. in-service "refresher" training (continuing education), 
e. salary or other compensation adequate to provide 

motivatation. 

Catholic Relief vices-USCC, ~erusalem/West Bank Project No. 
4D-004, Project Title - Life Cycle Health Education, 1984, p. 23. 



2 . - A t  - t. t 7 0  -.- t:t!chn - . i . < ' i l  1 f iu~)or  v i s ~ ? r y / : i ~ ~ ~ ) p o r  - . t I (IVO - - I : '1'0Cht1 i ~ ! i l  I 
porrlonrla I. rnuu t, I - c ? i f r  i n Ilhl o - t.o prov i do t-ochn icir l C I ~ I S J  i ri t ilrlc:o . - 
For th i a t.hey nc!cjtl : 

(1. t : r m r i p c ~ r t ~ t . i o n  ( i f  rc:quiruti i n i  t:iiil l y ) ,  
1 ) .  tmmo 911pp 1 ias , 
!:. time, 
d ,  cont inu inq in-aorvice "rcfrouhur" tr,iini)~y, and 
a. salary or other componsnt i o n  adeqtr,lte to motivate them. 

3 .  .- A t  the --.- project --- -. - managemant -..-. - ---A,- --. -.---.- level: A local organization must 
provide administrative support and managerial guidance. 
For this is needed: 
a. money to pay for the above, 
b. time, 
c. motivation, 
d. in-service training, and 
e. adequate political support. 

Elements - for "Institutionalization" - in Primary Health Care 

In primary health care projects, this list of essential 
elements required for institutionalization can be defined more 
precisely as follows : 

1. - At the communfty level: Community health workers must 
-7- - continue providing services to community members. For this 

they need: 
a. transportation (if required initially), 
b. supplies, 
c. medical and other technical support and supervision, 
d. in-service training, and 
e. salary or other compensation adequate to provide 

motivatation for the work required. 

At the technical supervisory/support level: Medical or other - - -  
technical personnel must remain able to provide: 
a. technical back-up support and assistance for the 

community health workers, 
b. in-service training for the community health workers, 

and 
c. training for new communit.y health workers (in the event 

of expansion and to replace those who quit) 
For this they need: 
a. transportation (if required initially), 
b. some supplies, 
c. time, 
d. in-service training, and 
e. salary or other compensation adequate to motivate them. 

3. -- At the project management level: A local (host-country) 
organization must provide administrative support and 
managerial guidance. This requires: 
a. money to pay costs for the community health workers, 



Fox the Life Cyclo Project in particular, thin list of 
esuont i a l  elements are required for Lnatitut:ionrllization can bs 
defined more precisely as followe : 

1. - At -- the ---..-. villa2 ---- level: Vil.laye teachers must continue 
teaching classes and giving health and nutrition advice to 
village women. This requires: 

a. Transportation (No cost, or minimal cost, since the 
village teacher usually works in her own village, 
within walking distance from the mothsre she teaches 
and visits. Her work does not normally require travel 
outside the village. ) 

b. Supplies (No cost anticipated for initial two years or r 

so. CRS will provide the local managing organization 
with teaching aids to be kept in a resource center to 
meet requests from village teachers.) 

c. Technical sapport and supervision. This will require: 
(1) "supervisors" as at present 
(2) medical doctors or other medical personnel 

d. In-service "refresher" training. This will require: 
(1) instructors and pay/honoraria/transportation 

costs/per diems for them; 
(2) oupplies (teaching aids); 
( 3 )  teaching site (no cost); 
( 4 )  transportation costs; 
( 5) planning by the local managing organization and 

good relations between that organization and 
personnel providing the training. 

e. Training of new village teachers (to replace those who 
quit, and possibly to permit expansion of the program to 
other villages--which the Nablus and Hebron Unions plus 
many others in those regions say they want, including 
villages that don't yet have a village teacher). 

f. Salary or other compensation adequate to motivate the 
village teachers to do the work specified. Village 
teachers currently receive a monthly salary which 
usually ranges from about 15 to 40 dinars per month 
(about U.S.$45 to $100). The precise amount and its 
source vary from place to place. In many villages, 
about half of this is provided by the village (the 



3 .  - At the - prgect -- .-- - management - level: ---- Some local organization 
must provide adminietrative support and managezinl guidance. 
For this is needed: 

a. motley to pay costs for the village teachers, 
instruct.ors, and suprvisors, 

b. time, 
c. motivation, and 
d. adequate political support. 

ARE PL-480 FOOD COMMODITIES ESSENTIAL TO THE PROGRAM? 

General conclusion 

There is no clear answer as to whether food distribution is 
"essential." Evidence suggests that the commodities are useful 
as a minor incentive for participation but are probably not 
essential, although participation might drop somewhat without 
them. The original grant proposal specified developing a system 
"to identify and deliver commodities to needy families" (as 
opposed to all - participants). (See Appendix 8 :  ~ogframe). This 
still seems the appropriate course to take. 

Recommendation: The distribution of commodities (to all 
health education participants) should be phased out on a 
gradual basis. Work with the participating organizations to 
develop a plan for this gradual phase-out. 

Study the experience of CRS in Morocco (and other countries, 
if relevant) where a phase-out of PL-480 commodities from 
similar nutrition and health education programs has been. 
advised. * 

* See, for example, Judith Gilmore and Carol Adelman, et al., 
1980; and A.I.D., Office of the General Inspector, 1983. 



2 .  Now t-hat t h o  11r-orjraw h a s  a wi t lc? rc?put at ion p l u s  o f  f o r u  
vil 1 urvl new krmwl eclcjc? i rr a mnrlner t - h a t  is e n j o y a b l e  anrl even f u n ,  
r c x c ?  i pt ts f 1 ood cornmod i t i s s  appears to be on1 y a mi nor i ncen t i v e  
f o r  participtiorr and, f o r  Inany women, not an incentive at all. 

3. The food i s  not riutrit-ionolly needed by most: of the 
recit ' ierits  (although it was in earlier years and still is needed 
by some poorer fami lief: ) . 

4 .  Commodities distributed are rice, corn oil, and powdered 
non-fat mi lk (provided through the PIJ-480 maternal-child 
program). Recipients do not consider these products particularly 
desirable; they prefer the local olive oil and do not like the 
lumpy non-fat milk. 

5. The food is not used specificaLly for mothers and 
children, but goes into general family-meal use. 

6. Recipients generally do not give the milk powder to 
babies as a substitute for breast milk. Because of its 
lumpiness, they use it chiefly for making yogurt-type products. 

7. There is little "leakage" into the market or sale by 
recipients of the commodities received). 

8 .  Mothers pay a small fee to participate in health education. 
Most apparently believe they pay this "for the weighing." Some 
think they pay it "to help the society" [sponsoring health 
education]. Some think they pay it for the teacher. A few think 
they pay it for the food, or to transport the food. 

9. The sponsoring village "society" pays about half the 
teacher's salary (the other half comes from the Union). Some of 
the mothers' fees thus re-circulates to pay the teacher's salary. 

10. If the mothers did not pay the fee, the society would 
have to look elsewhere for money with which to pay the teacher. 
Most of the teachers will not work for free or for too little. 

11. Some village societies say they do not need the food and 
would be willing to offer health education without it, especially 
if something else (e.g., sewing machines) were provided instead. 
Other village societies say they must have the food. (They point 
to the example of the literacy program originally implemented by 
CARE, which also distributed food commodities. When CARE support 



1 4 .  Some Paicsl-  iriinns analysts of development issues 
r r i t  ic i ize  CRS for the food distribution saying that it 
"perpetuates the IJNWRA dependency" and a r g u i n g  that vi L laqes 
s h o ~ ~ l d  bccomc sel f -re l i m t  (which in also what the Llife Cycle 
Project loqframc states). 

IS " INS'TITUTIONALIZATION" OF THE PROJECT FEASIBLE? 

Whether a project such as the Life Cycle project can be 
institutionalized dependo on several important factors: Eirst, 
the original and continuing motivation of local organizations 
toward the project and, second, the ability--financially, 
managerially (administratively), and technically--to sustain the 
project. The Life Cycle Project involves several layers of West 
Bank society--the micro level of the village, the intermediate 
layer of the district or region, and the higher layer of the West 
~ank/~aza superstructure--all of which is currently, of course, 
under the Israeli occupation and military government. Finally, 
the project also involves governmental and quasi-governmental 
entities in Jordan. 

General conclusion. Institutionalization does appear 
feasible, if ES provides adopts a new strategy as recommended in 
this evaluation. It appears that motivation to continue the 
program exists in most of the participating villages, although 
the sponsoring village organizations will continu2 to need 
external support. It appears that the Nablus Union of Charitable 
Societ.ies has the motivation to assume responsibility for the 
program and may indeed be able to continue it if offered interim 
assistance as outlined in the recommendations of this evaluation. 
The other two Unions, in Jerusalem and Hebxon, have still been 
hoping that CRS will continue the program but may become 
motivated to assume responsibility for it once they believe CRS 
will not continue its support. 



I l o w  n lo l  iv i l twl  , l t r t l  i ~ l ~ l o  t o  I ; i k o  o r 1  ntr(1 ! J I I ~ J L ~ I  I rr I he I ,r~kr l t.h 
r)cAtt(:ilt iorr p r o q r . ~ ~ ~  arv l ' c ~ l o ~ g f  Ltri;lrre? ' 1 '  w r  I N  not. 
i lnmotl i;lt.o 1 y c:l car  1 t r  i I a 3 1 I i r i t  1 1  1 love 1 N to havu 
t hir, c+lrc:cceuf u l pri,cjrllm corrt. i n u e  . Many Po1ust;iniano lnvolvotl, 
however, ornphal: ical  ly exprofla t h o i  r proforenca that CRS continue 
uupport ing the program clcl dt. preuont, do not: yet accept that CRS 
f u r ~ t l i n g  will s o o n  stop, arl t l  hope that CRS will chanya i t e  mind 
and cont inuc on. (CRH i a  much apprecia-ad for thia program and 
tl-.ore is vir tr.ially none of the resentment toward il . S .  -government. 
-funded development aosiatance that is common elsewhere in the 
Near East.) "the clesire of participating Palestinian organiza- 
tions to have CHS continue tho program as is has been an 
additional factor influercinq many of them to aay that, they are 
not able to continue the program without CRS. This makes it 
ZTficult to determine exactly how motivated they will dctua1l.y 
be to carry on the program once they are convinced that CRS is 
indeed going t3 stop supporting it. 

To understand what motivates people and groups on the West 
Bank or elsewhere, it is essential to identify basic cultural 
values within the society. Major values within Palestinian 
culture are the family, education, and health. Under the current 
political situation, emphanis on tire family and education may be 
even greater than traditionally (cf. Pederaen 1983, p. 1 7 3 ) .  
Palestinians value education to a high degree. There are four 
universities on the Weet Bank*, and many educated Palestinians. 
While very few Palestinians have degrees in public health or 
health education (perhaps only a dozen at mast), there is obvious 
motivation among Palestinians to improve the status of the people 
on the West Bank. Therefore among the general population there 
is major motivation for a program such as village health 
education. However, for CRS to generate effective Palestinian 
management participation in the program, Palestinians must 
perceive that this is a Palestinian program. A t  this time, it is 
not yet perceived {is such. 

the - Level 

Since the Life Cycle Project began in 1985, CRS no longer 
approaches new villages asking them to join the program. 
Instead, requests are now initiated by villages themselves who 
have heard of the success of the program from other villages. 
Discussions with village lladers indicate that the motivation 
in asking to join the program is not the food commodities, but 
rather tho the success of the educational process--the learning 
and enjoyment by the women. 

The motivation for the village health education at the 
village level thus appears to be the actual learning that is 
taking place and the enjoyment that the women are getting during 
the learning process. Initially, the food commodities were a 



' l lhh!  110a 1 th ~ ! d u ~ : a  t c 6 .  I a ~ t 3 e ~  are meen ae impor tnnl: by the 
merl of the vi 1 ].age. Vil 1 ..i:le men state that tho cbirasee are a 
chance for the women (who have had Ilttla opportunity to become 

a 
educated) to learn to take care of their familien. Since health 
io also of major va lue  to the Piilentiriiane and since the women 
are the major provider of health care at home,  husband^ and 
fathers-in-law are generally supportive. 

Is there sufficient administrative and financial ability at 
the village level to continue health odiication? In the majority 
of villages, there is no medical presence at any level with many 
villages not even having a - daja. - The mi1i:a:y occupation has 
not encouragad the creation of decision-.making bodies or 
self-sufficiency and in smaller more isolated villagee there 
is very little perceived power. Of course, villagers have 
always been engaged in some form ~f group decision-making. 
The health education program has required some community 
organization and decision makin9 to select a teacher and set 
up a room for classes. In many vi.llages, the health 
education classes have been a welcome sdc~iLE2n to other on- 
going community projects. iidministrative abilities vary 
according to the history and power constellation present in 
the village. Financial ability is directly linked to 
administrative ability. Those -1 i1  l x p a  that have stronger 
administrative akilities are able t c  identify financial 
resources to cover the needs of 4- .h~+ program. The majority of 
the villages at this time are not able to cover the costs of 
running the health education prcgrnm and rely on the region's 
Union for supplementary funding. 

At the District/~oqlonal Level: The Union 
7- - 

The Unions, which have existrd since the 19509, are widely 
respected and represent stability among many on the West Bank. 
Since most village  organization^ supporting village health 
education are registered with the regional Union as a charitable 
society, the Unions are the logical organization to continue 
village heaJ,th education after the Life Cycle Project has ended. 
The Union leaders have expressed solid interest in the health 
education, stating that they believe that health education for 
village women is essential. 

* The four universities are: Bethlehem University, Bir Zeit 
I 

University (in  ama all ah), An-Najah University (in Nablus), and 
Hebron University.. 



Ilowc~vc!r , t he  1Jrr i o l r l r  arc3 run cmmp 1 el  o l y on ;I vo l lrtbteor b a n  i n  
;rrrrl ,rro olrt!ilcly involvo:l i n  tho m a j o r i t y  of t h o  nocial arld hociltlr 
;I(:( i v i t .  tun it) Lho Wcat Fli~t~k. Whi 1.0 tlreir: officurr-r ar'o concortmd 
, ~c l .  I vc. i ntl i v itlu;~ 1 ~ 3 ,  t:huy arc3 probirb1.y ovuc-extondwl. In 
add it. i o n ,  ii 1 though 0x1 rsnw 1 y nupport ivo, norro arc? krrowlodgonble 
in  the bauic t.onota of hoalth education and villago primary 
htzil1t.h t : i l r o .  While they are all proven aclminiutratora, they will 
need through \~ntlero tanding about: tho basic e 1.0ments of the 
v i  1. lage hen L t h  education success. 

A ~lecond major concern is whether the Unions will be able to 
identify sufficient fundu on a continual basie to allow thia 
program to continue. The Unions' funding appears to be somewhat 
precarious. The Unions receive much of their funding from Jordan 
and through the General Union. While relatively certain, there 
are times when these funds are not available. Other individuals 
interviewed believe that funds would be available from other Arab 
sources if project proposals were prepared by a Palestinian. The 
Nablus Union has indicated that it would try to continue the 
program with its own funds if necessary, but that this would 
require paying the teachers and supervisors less than what they 
presently receive. The CRS supergisors emphasize that, although 
they very much believe in the program, they are unable to afford 
to work for it without adequate pay. Realistically, this would 
result in a poorer quality program. 

The additional concern of whether the Unions are stable 
enough has also been raised. It appears that the Unions are 
among the most stable of Palestinians organizations on the West 
Bank (and are definitely more "stable" than the universities 
which suffer from severe restrictions and are frequently closed 
down by the occupation authorities). 

Recommendations: 

1. Having identified family, education, health, family, and 
enjoyment as major factors motivating participation in 
and support of village heatlh eduation, the project must 
identify ways to utilize these motivators to help sustain 
the program. 

CRS should put into action its "community development 
seminar plan" to work with Union leaders and leaders in 
each village to identify their own particular learning 
needs in administration or commuqity development and ways 
to meet those needs. Workshops (probably a better term 
than seminars) must be presented with the exciting, 
processual techniques for which the CRS Health Education 
Program has become known. Topics should include: 
organizational and management skills, funding techniques, 
communication linkages, and training. CRS should proceed 
with its plans to secure local technical assistance for 
these workshops. 



Are Thoxa --- A'i Pretredunta for tho Xnetit.utional.ization of --'. ---- - ---- --- --.- --------------.- --- 
Donor-Initiated Projacts? .--.- ---- -.-.*--- ----- 

This in the Eirat time that aither CHS or AID ha8 tried to 
"in~titutiorlal im" a projact on the Worst Bank or in Gaza with n 
local Pnleetinian organization. It appears that no other projoct 
aupportod by AID or CRS on the West Bank or in Gaza has ever been 
ostabliuhod or carried ,out with this goal in mind. Thus the Life 
Cycle Pro joct is attempt iny to do something that: no other CRS or 
AID-supported projoct ever attempted. 

"Inatitutionalization" is somthing that AID usually does 
through the host-coantry government. The West Bank/~aza 
situation is unique in that there is no indigenous host-country 
5overnment. Elsewhere AID occasionally seeks to "institutionalize" 
its projects through non-governmental organizatlone or indigenous 
P V O s .  Here such organizations have a greater burden than 
elsewhere; with no representative government, the local 
Palestinian charitable societies struggle to provide minimal 
services for the local populations that in a sovereign state 
would be provided by a government. 

Are there any projects that have been successfully turned 
over from a foreign donor to a local organization? If any other 
donors have succeeded in this, they are certainly only few; no 
ready examples can be found. 

In 1985, the -- Near East Council of Churches Committee for 
Refugee Work in Gaza attempted to find local organizations able 
to assume responsibility for the family health service centers 
it had established in Gaza. It finally concluded: "there i& no 
possibility to hand over the centre8 to the local communities 
under the prevailing situation."* Likewise, on the West Brnk 
where the NECI (ICC/MECC) has established four "Family Service 
Centers," it has concluded: "The principle of handing over the 
Centers to the local population is upheld, but it is nevertheless 
clear that such a move at the present time is neither practical 
or ~ossible."** ( ~ n d  this was only four centers compared to the 
Life Cycle Project's 157 locations.) 

A similar conclusion was reached concerning the future of a 
village outreach project (the - ~ a r i t a s / ~ ~ ~ ~  ~urai - Health project) 

7 sponsored by the Swiss-funded Caritas Baby Hospital in Bethlehem: 

* Near East Council of Churches Committee for Refugee Work, Gaza 
Area, Annual Report - 1985, p.4 (Gaza, February 

a ** International Christian Committee, West Bank 
Middle East Council of Churches - Annual Report 
(Jerusalem, 1986) . 

Area Coamittee, 
1986, p .  2 - 
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'I'he . -.. ,...- Nor .. .... L h  . (Nah:l.us) ,-, ,- -.-.- Region. .....,- . .- - A t  ptaec?nt: ona of tho t h f e u  
Unions o f  C h a r  i.ti3bl.e Societ [ oe  ( N a b 1 . u ~  .In tho north) hoo 
i.ndic;itoc'f i te i n t e n t  and some ant; icipatad f i.nancial nbl1. i t .y  t:r:) 
asHumo renpona i b l l  i t y  for cantinui.ny v : l l  loge haal th education 
(gee  section IV a b o v e ) .  The Nablus Union saya it anticj-patee 
rece iv i ,ng  about  50,000 Jordanian dinars Crom the General Unian of 
Charitable Societies in Amman. This amounC i n  i r a  the vicini.ty of 
what the Union needs k o  continue the program in the north (70 
communities participating with about 20 more requesting to "start 
health oducat ion") . It is unclear, however, when this Jordanian 
money will be available and what its provision hinges upon. (It 
is also unclear how the Jordanian government's projected five- 
year-plan, w'hich is contingent upon U.S. financing, to pump $1.2 
billion into the West Bank and Gaza in the form of loans, grants, 
and wage supplements will affect the situation.) 

In the meantime, the Nablus Union says it ia willing to make 
available for health education about 5,000 dinars of it8 own 
budget, taking this from ot'her activities ,-.- which indicates 
seriousness of intent but is inadequate in amount. (The Union 
presently contributes 5,000 dinars per year to support 75 
literacy classes, which provides pay for literacy teachers and 
three supervisors.) 

The - Jerusalem and - Hebron ~eqions). The intent of these two 
'- - Unions is much less certain. Both have insisted they want CRS to 

continue funding the program and cannot do it themselves. But, it 
is also reported that they too, having apparently just received 
word that some funds may be provided by the General Union in 
Amman, may also be willing to take on the project in their 
regions. Even so, the amount and timing of funding from Amman 
remains uncertain and apparently beyond the control of the Unions. 

What appears most promising, therefore, for CRS in seeking 
to perpetuate what it has created through the Life Cycle Project 
is a two-part strategy focusing on: 

* One: The Unions of Charitable Societies 
Gradual transfer to the Unions of Charitable Societies, 
assuming their willingness, of management responsibil.ity 
for continuing the Health Education Program; and 

* Two: The "world at large" 
Measures, not contingent upon progress with the 
Unions, to strengthen personnel and material outputs 
of the project for the benefit of primary health care 
efforts in general--West Bank, Gaza, and elsewhere. 



'Tho rationale for t-hlfi t.wo-[)art. ntratorjy 111 thts tlasiru t.o Im 
cur t n  in t ha I- whurr t h e  I l l  Eo Cyc: 1 o Pro j u c t  or~dn, e o m a t - h  j n{j of vnl  do 
han boorr loft bohiotf. Thore im a cjocxl poeuibility that a quality 
iltra l tl~ Etl i ica  L ion IJxogrnrr, can bu corrtl lnuorl i n  tho  nor thorn rsg ion 
of: tho Wori t D m k  (and, ~)othilpre, througl~out tho who1 a Wset Dr\rAk) . 
D u t .  I t  i a  also pousiblu, Imwovar, that c o n e t r n i n t s  imposed by the 
current political-military uituntian will prove too overwhelming. 
In this lattor case, Paxt Two of the irrstitutiunalization 
stratugy propa~ed below is intended to at least make available 
quality  product^ that extend tho "spread affect" of the project 
to benefit other primary health care efforts hers and elsawhere. 

What is rocommended here is thue a strategy change. The 
goals and objectives of the project remain tho same, as doeo the 
overall budget. 

PART ONE: THE UNIONS 

C R S '  original "institutionalization plan" envisaged that all 
three Unlone would already have begun, as of 1985, to take on 
major responsibilities for the Health Education Program and 
during 1986 would be spending increasingly larger amounts from 
their own budgets to finance activities. As outlined above 
(section IV, pp. 37-40), this did not aven begin to happen--the 
Unions stating, among other reasons, that they did not have 
adequate funds, that funds might come from Amman, but that when 
they would come was uncertain. 

A chief difference here from the original C R S  strategy is 
for C R S  to provide funds directly to the Unions (through one or 
more sub-contracts) so that the Unions will have a period of 12 
to 18 months when they actually have the money with which to do 
what CRS is asking them to do (rather than depend on funds from 
Jordan that may or may not come through). The premise is that, 
after chat time, the Unions will have developed both the neces- 
sary commitment to village health education and the skills with 
which to raise funds to continue it as a program of their own. 

A second major difference is that this new strategy provides 
for a Palestinian to join the American Life Cycle project manager 
in making decisions about and managing the process of institu- 
tionalization. 

The transfer of management to the Union(s) might best be 
achieved through a four-stage process comprising the measures 
suggested below. This outline below provides for the possibility 
that the Hebron and Jerusalem Unions decide to join the Nablus 
Union in taking over the program in their regions. It is also 
possible, however, that they 60 not decide to join in, in which 
case C R S  should proceed with the Nablus Union alone. If a quality 
program can be sustained in the northern region after the Life 
C y c l e  Project ends, this will still be a very major achievement. 



Ravi.eo tho  budyet and propare sub-contrnct(a). 

Iliro a Palestinian Program Manager for Inet ltutionalization 
(or Program coordinator, exact title to be determined) who 
will be responsible to CRS for succsssfully transferring 
management of the program to the Union(s) (see section 
"Pal.estinian Program Manager for Institutionalization" below). 

Help the Union leaders to understand more clearly the 
essential ingredients in the Health Education Program (at 
present, some do but most don't). 

Conduct needs identification workshop/analysis with the 
Unions (securing local technical assistance as needed) . 
Conduct community development/management workshops 
(securing local technical assistance as needed). 

Decide future of all present CRS staff; prepare to 
train/treat them accordingly. 

11. Transition phase: assum tion of manaqement b_y one Union *- - 
lmid-1987 to end of 1987 

CRS, working with the Palestinian "Program Manager for Insti- 
tutionalization" to help one Uniot~ (Nablus) to: 

Set up a health education resource center. 

Develop a system for working with personnel. 

Conduct workshops and in-service training for various 
categories of personnel (using local technical assistance 
as needed). 

Strzhgthen home visiting and referral. 

Initiate in-depth village studies to understand the impact 
and operations of the project at the village level and 
possible alternatives to food (securing local technical 
assistance as needed). 

Initiate pilot projscts to explore alternatives to food 
distribution. 



10. CRS ataf f should all bo in procese of transition to their 
various new atatuses at end of grant. 

111. ~ssumption of Manaqernent b~ All Unions 
T ~ a n u a r ~  1988 to January 31,-€397---' 

1. CRS has no-cost extension of one year (possibly 18 
months; see below). 

2. All three unions are carrying out activities begun by 
Nablus union during Phase 11. 

3. CRS continues to: 
a. Facilitate technical assistance for unions as requested; 
b. Provide food commodities on phase-out basis. 

4. CRS Life Cycle staff is now minimal, consisting of the 
Project Manager (Daniel Carr continuing on), Palestinian 
Program Manager for Institutionalization, possibly one 
other (responsible for materials). 

IV. Unions totally on their - awn without commoditias) 
'(January 31, 1989) 

PART TWO: THE WORLD AT LARGE 

Here the intent is to capitalize on the excellent training 
capacity and materials developed by the project and to document 
the experiences and impact of the project. This is in line with 
the "quality products" approach to institutionalization outlined 
above and will maximize the "spread effect" that has begun to 
take place already. The purpose is to make available: 

* Resources (personnel and printed materials) for use in 
any primary health care effort in the West Bank and Gaza 
following the end of this project. 

* Printed and related materials that can be used by CRS 
and other primary health care efforts anywhere. 



2 .  F'ac: i 1 i t a t  ion o f  i r~-r~c-rv i co and cornlnun i t.y duvcloprnont 
t.rai.nincj f o r  various caCoqorios of por~onnul. 

3. Pol low-t-hrough on data co 1 l.ect ion and a n a l y e  i n  ae 
recommended in section V above. 

Part Two should proceed independent oi progress in transfer- 
ing the program to the Union(a). It is preferable that the 
Unions be involved, especially in sponsoring training activities, 
but such activities should not be held up indefinitely waiting 
for Union participation. In some cases ( s . y . ,  in-service 
training for village teachers) other institutions may even be 
more appropriate. 

The Need for A No-Cost Extension 
---a 

More time is needed if CRS is to leave behind a quality 
program that can be sustained by local organizations after the 
Life Cycle Project ends. CRS' initial assumptions were overly 
optimistic as to the desire of the Unions to assume management 
and financial responsibility for the program and the speed with 
which they could do so, if willing. Now that one Union at least 
has expressed this will, less than one year remains in the 
project as initially planned. This is too little time to effect 
the transition, given that the Union leaders who are being asked 
to take on the program are only volunteers, most of whom are busy 
professionals with little or no village health care experience. 

More time is needed to build up expertise in the Unions for 
carrying on the program, including securing funding for future 
years. For this purpose, a one-year extension of the grant 
appears appropriate. Once a contract has been worked out with 
the Union(s), this would leave about 18 months as a transition 
period (about a half-year until the initial end of project, plus 
the one-year extension). It may be that an 18-month exten~ion is 
even more appropriate, given the tasks to be accomplished and 
prevailing situational constraints--providing that the locus of 
activities shifts from ~~S/~erusalem to the Union(s). This will 
have to be determined as talks with the Nablus Union and the 
hiring of a Palestinian Program Manager proceed. 



CliS r~tiou l t l  proc:oati imrnotl i ill.~ 1 y Lo I I  i ro  i l  I'a l c e  t. in Lnrl ''Program 
M ; ~ r ~ i \ c p r  f o r  I t ~ r t t . i t . u t  ionill izat 1 0 1 1 " - . - f i r 1 ~ 1 i r 1 c j  i~ be t tor  t i k l e  Ln the 
proccjen (perhajm "Pxoqri lrn Cloorcl iriiit.or" w i t h  t.ho j d e i ~  that this 
t i t lt. hec:orrrso "llea 1 t h  Educu t ion Prcxjrram Mariac-1sr" once tha L i  f e 
C y c  lo Prc~ joct. han oncletl) . It is urgent that a1 1 three Unione be 
contacted concerning the new plan and naked for nominations fox 
this position. A s  noted abovo (p .  33), tha Life Cycle grant 
proposal prepared in 1984 called for hiring, and budgeted for, a 
Palestinian assistant project manager, to which this position is 
essentially equivalent. Within the West Bank population there 
are definitely many iindividuals with good management skills. The 
chall.snge will be to identify a sufficiently motivated person who 
also has health care and rural development ~kills. 

Position Description. A job deecrlption for this position 
might contain the following type of information: 

The objective of this position will be to help CRS transfer 
management of the Health Education Program to the Unions of 
Charitable Societies in such a way that the program 
continues to operate successfully after the end of the Life 
Cycle Project. 

Qualifications: This position is open to both women and 
men. It will be Eilled by a Palestinian with an appropriate 
combination of knowledge, demonstrated competency, or 
familiarity in the following areas: 

o community relations, 
o community development, 
o public health, 
o health education, and 
o management. 

Responsibilities of this position will be tor 

1. Work with the Unions to help Union gersonnel understand 
the Health Education Program; 

2. Work with the village societies to help them identify 
their needs for continuing the program in their 
village and ways to meet these needs; 

3. Work with villages and Unions to identify needs for in- 
service training (in health education, management, and 
community development) and to arrange for these needs to 
be met; 

4. Identify problem areas in the program and work with 
community members to identify a solution; 

5 .  Identify sources for future funding and write appropriate 
grant requests; 

6. Interact with health care professionals and universities 
to secure technical support for the program and medical 
linkages to improve the referral process. 



1 . F h c h  1Jr1 i on  is inv i ted to submit names (lo a search con~wit . -  
tee composed o f  sepresen t-a t i vos from the lJri iona and CRS . 

2. The search committee interviews applicants and recommends 
a candidate to CRS and the Union boards. 

3. The successful candidate is hired by the tJnion(e), 
provided this is contractually possible, ae soon as 
agreed u p m  and approved by CRS (salary to be paid by the 
Union with funds provided by C R S ) .  

Initially the Palestinian Program Manager will report to and be 
responsible to: (1) the CRS Life ~ycle/~ealth Education Project 
Manager; and (2) a Health Education Program Board of Directors 
(~alestinians). After the end of the Life Cycle Project, the 
Palestinian Program Manager will report to and be responsible to 
only the Palestinian Board of Directors. 

Logistics. Off ice space should be provided for the 
Palestinian Program Manager in the Nablus Union to establish that 
he or she is working with the Union and not continuing a CRS 
project based in Jerusalem. To facilitate communications with 
the villages as well as medical linkages, CRS should also 
,?onsider providing a vshicle, or vehicles, to the Palestinian 
Program Manager and participating Unions (and, as such a transfer 
aijparently requires paying a substantial GO1 customs tax, also 
seek approval from AID to pay this tax on behalf of the 
participating institutions). 

The - Health Education Board of - Directors 
The purpose of this Board is to advise and support the 

Health Education Program Manager in carrying out the responsibi- 
lities of the position. This Board will differ from the board of 
directors of each Union; whereas the Union's board of directors 
has responsibility for all Union matters? this Board will have 
the Health Education Program as its sole concern. (To keep the 
two boards straight in peoples' minds, it may bo desirable to 
call this an Advisory Board.) 

Composition of the Board: Board members should be 
respected members of the community who are knowledgeable about 
community resources. Skills and expertise to be represented on 



The need £or competent field supervisors will remain once 
the proqram i s  under management by the Union(s). There will be 
much less need for instructors, since the program will have moved 
from an "expansion" mode (involving training of large numbers of 
new instructors) to a "maintenanceM mode that requires in-earvice 
training of current instructors plus only occaeional training of 
new instructors. The Life Cycle staff currently includes six 
supervisors and six instructors. Clearly it will not be possible 
or necessary for the Union(s) to employ all 12. Instructors who 
have previously been trained and worked as supervisors should 
also be considered for employment by the Union(s) in a newly- 
defined supervisor role that includes some responnibilities for 
training village teachers. The three men who are presently Life 
Cycle staff instructors (2) and supervisors (1) have performed 
well, and even outstandingly, in their positions but the contact 
with village women required once the program is managed by the 
Union(s) will make it preferable to have these positions by 
female staff. 

Recommendations: 

1. Combine the present roles of supervisors and instructors 
and add a manager component. Provide necessary training 
for the staff members moving into this combined role. 

2. Strongly encourage the Union(s) to retain the CRS-trained 
super-pisors or instructors in the position of supervisor. 
Forsonnel trained by other programs lack knowledge of and 
experience with the approach and techniques that are the 
basis of this program's success; they should not be 
considered more appropriate simply because they may have 
higher academic degrees. 

3. Criteria for the selection of supervisors by the Union(s) 
should be as follows : 



0 Marlaqement sk i i 1s (working with poopl.e, needs assessment, 
record  keeping, report prepnrat ion, grant writing, etc . )  : 

o Tcnchinq skills; 
o Community development skills. 

Life Cycle - - Project Manager - .- 

Recommendation: The present project manager should remain 
in this position through the end of the grant. This is 
important for continuity when so much else is in transition. 
Should it not be p.>ssible for him to remain in this position, 
and providing that the Palestinian "Program Manager for Insti- 
tutionalization" is proving successful in that capacity, it 
may be preferable for the latter person to move into the 
position of Life Cycle project manager rather than recruit a 
new American for the time remaining. 



Acron ynre 

AID 
AMWA 
AE'tlA 
CARE 
CMS 
CHS/JWB 
CRS /NY 
EP X 
GO 1 
I MR 
MOH 
NECC 
PHC 
ORT 
PL-400 
PVO 
IJNRWA 

Agency for intortla t i o n a  1 Dsva lopmen t 
Arah Mod toill We1 filre Aasoc Lat ior. 
Amat ican Pub.. i<' Hail 1 t b  Aeeocint ion 
(looperative American Relief Everywhere 
Catholic Relief Serviceo 
Cnthclic Relief ~ervices/~ususalem-West Bank 
Catholic Relief Services/Naw York 
Expanded Program of Immunizat ion 
Government of Iarsal 
Infant mortality rate 
Ministry of health 
Near East Council of Churches 
Primary health care 
Oral rehydration therapy 
U.S. Public Law 480 
Privat.e voluntary organization 
United Nati~ns Relief and Works Agency 

Key English-Arabic Terms 

health education taskhi f . - -  as-saha 
traditional birth attendant daya 
village qaxiya 
village head mukh tar 
village teacher -- muallma - il-'aiu - (lit. 

"teacher of the family") 
(village) charitable society jami 'a khayriya ( i~-~aiiya) 
Union of Charitable Societies Ittihad al-~amiat' 

Exchanqe -- Rates (as of February 1, 1987) 
Two forms of currency are currently used on the West Bank: 
the Jordanian dinar ( " JD" ) and the Israeli sheqal 

1 JD = approximately $US 3.00 
$US 1 = - 3 5  JD 

1 Israeli sheqal = appr. $US .6(! 
$US 1 = 1.6 Israeli sheqal 

5 Israeli sheqals = 1 JD 



Appendix B 

LOGmW: WEST akW & G422, 

PROJECT D E S I G N  SUMMARY 

NARRATIVE SUMMARY 

PROGRAM GOAL (A-1) 

Development of 
programs t o  
improve the  hea l th  
s t a t a s  of 
P i l ea t in i ans  
on the  West Bank. 

IB JECTIVELY VWIFIABLB INDICATORS I KEAEIS OF V E R I F I C A ? I 0 3  

Decreased r a t e s  o f  morbidity and 
morta l i tg  especial ly among in fan t s  

Increased percentage of  chi ldren 
showiq  adequate 
weight gai.9. 

Decreased number 
weight children. 

and consistent  

of  low-birth- 

I Baseline, mid-pro?ezt 
and post-yroject 
surveys. 



MEANS OF' 
PURPOS E VERIFIAELE INDICATORS VERIFICATION ? L S X X X  1 2 x  - 

1. To assist Charitable A. Direct Contact 
Societies id creating 
awareness, increasing 
knowledge, positively 
influencing attitudes 

17,000 W .B. mothers have 
attended classes in the 
revised Health Ed.Program 

and fostering the 12,000 of their children 
adoption of appropriate 0-5 have been weighed 
preventative health 
behavior 

-- 
monthly . 

B-2 . 
750 pregnant mothers 
counseliw, screened 

given 
for . - 

high risk, approprir*e 
referrals made, 
900 newborns weighed, 
~onitored for weight gain; 
assessed for risk, defects; 
appropriate referrals m d e  
1000 underweight children, 
or fzilure -to thrive 
children identified; 

. mothers coianseled; 
appropriate referrals made 

B. Collection of necessary 
background data- 
establishment of baseline 

-. - - -  - 

Atteodaace records 

Weight Zkarts 

Follow-up and 
referral records. 

Home-visi t reports 

Newborn and pre- 
natal weights 

Analysis of behav- 
ioral aspects cf 
situation 
assessment of beliefs 
znd values underl~ins 
the behviors 



PURPOSE VERIFIABLE ImDICATORS 

2. To i n s t i t u t i o n a l i z e  Health A.  The Union o f  t h e  Written afl'eenent s 
Education as p a r t  of t he  Chari table Soc ie t i es  Expert assessment 
s e r v i c e  o f  t he  Union of w i l l  be ab l z  t o  pro- Budgets 
Char i t ab le  Soc i e t i e s  v ide  leadership,  sala-T 

o f f i c s  space and trans- 
po r t a t i oo  t o  6 
supervisors  

B .  200 v i l l a g e s  through Expert assessnezt  
l o c a l  s o c i e t i e s  will be Financial records 
a b l e  t o  maintain t he  On-site visits 
cost  of a v i l l a g e  
teacher ;  provide a 
classroom and needed 
equipment 

C .  New v i l l ages  w i l l  Record o f  new 
request  of t he  Union v5llaqes 
of  Chari table Soc ie t i es  
t o  become involved i n  
the  Health Ed.Program 



ULANS OF 
OUTCOME VFJIIFIABLE INDICLTORS VERf f I C X T I U  A S S L E I  S!, 

1. Trained S t a f f  A .  I n s t r u c t o r s  responsible f o r  Ekpert assessmerit cf %sl l -qaLfd  ?= 
teaching l i f e  Cycles of Health adequacy o f  traini%- asreif cs;: D E  
Ed. us ing a per t i c ipa to ry  i n  terms o f  content r e c r ~ z e i  
approach will be t ra ined  and in5lvld-uals 

2.  Tra in ing 

.. 

3 .  Standardized 
curr iculum and 
ma te r i a l s  

B .  Supervisors  o f  v i l l a g e  
t eachers  

C. COT-  . s ~ t y  Dev. Spec i a l i s t  

A .  Vil lage  teachers  
25 new teachers  a r e  
quaLified t o  present Life 
Cycle mate r ia l  i n  15 new 
loca t i ons  

t ra ined 

Training records 
Class attendance 

B.  Development of training and 
Inse rv ice  Programs f o r  : . Health Care-persome1 

. - Members of l o c a l  Chari table 
S o c i e t i e s  - 

A .  Development of Life  Cvcle 
~ e a l t h - E d u c a t i o n  CSarricu~um 
Tor village teachers  

B. Development o f  a p p r q r i a t e  
media f o r  i n s t r u c t i o n  
. v i s u a l  a i d s  
. teaching a i d s  

Evaluation of &pert T h a t  s a t ~ s ? ~ c ? 3 r j -  
i n  terms of ef- fmterials c s a  cz 
fect iveneas and develspe5 m i  
a p p l i c a b i l i t y  re f ice2  w i : ~  

rslevacce a s y x 2  
the Gracr ELA M z s  





EXAMPLE OF EVAMATION OBJECTIVES/IllDICATORS AND I l I 'STRUmTS 

INSTITUTIOmALIZATION: Socie t ies  w i l l  show: 
Local Agency has 1. Admin. Capability t o  a)Hiring o r  replacement 
capabi l i ty  t o  t ake  incorporate Health of necessary staff 
over Health Education Educat ioninto  t h e i r  b ~ ~ O V l s i o n o l i n s e r v i c e  Program service  s t ruc tu re  train+-= f o r  supervisors 

2. The Unions w i l l  a ) ~ a p a c i t y  of s t a f f  f o 
demonstrate the  a b i l i t y  recognize areas of 
t o  supenrise adequately weakness i n  v i l l a g e  
the  Health Education PrO&Fam 
Program b)Village contact: 

how often; f o r  what 
reason 

c)Problem solving a b i l i t y  

3.  The Unions w i l l  show a)Abi l i ty  t o  pay s a l a r i e s  
Financial  Capability ACCTL:~ r s c o r 5 3  
f o r  supporting Health 
Wucati  on 

TEACHER TRAINING: Teachers w i l l  use: 
Vil lage teachers 1, Par t ic ipatory  a) Score oa teaching scale l eac te r  --a+- ,-scale 
w i l l  possess adequate techniques while 
s k i l l s  t o  teach teaching 
e f f ec t ive  lessons and 
produce pos i t ive  Teachers will show 
changes i n  behaviour 2. Abi l i ty  t o  a )  Mothers a r e  en thus ies t ic  
of v i l l a g e  mothers persuade and eager f o r  c l a s s  Obs er:x:i sr 

3 .  A change of behaviour a) Hutri t ious meals 
w i l l  be shown by the  b) Presence of first aid kit Dismss ioa  e t k  
mothers c )  Presence o f  toys  f o r  m t k e r s  

Children . .  O b s e x a t i c r :  In zo=z 
-88- 

' 

(3 1 
I 



G O A L  O B * J  C T I V E S  I N D I C A T q R S  - ,  T R 
- 9 - 9  - 5 

WOMEN'S BEHAVIOUR: 

Village women w i l l  
demonstrate b e t t e r  
heal th  care 
techniques 

Mothers will know how t o  a )  
make and administ ex- ORS 

Mothers w i l l  choose t o  a 
breast  feed r a the r  than  
b o t t l e  feed 

3 .  Mothers will obtain 
pr e-natal care 

Less s e r i o u s l y  111 
babies a t  reny*atioz 
Center 

No. of mothers breast 
feeding ws o o t t l e  
feeding 

a )  KO. of  mothers receiving 
pre-natal czre aj 3 s - s r z s  2: t-;,s:= 

b )  Weight o f  newborn 
i .e .  n S l l l a l l  for age, 

etc.. ." 



PROJECT D B I G N  S U W R Y  

PROGRAM GOAL (A-1) 
, 
I Development o f  
I programs to 

improve t h e  h e a l t h  
s t a t u s  o f  
people livlng i n  

, the Gaza 5trl?,, 

BJECTIVELY VERIFIAi3I.E INDICATORS I W N S  OF VEFiIFICATIOY 

Decreased r a t e s  of m o r b i L 2 y  and Baseline, aid-project 
r c o r t a l i t y  e s p e c i a l l y  among i n f a n t s  and pos t -p ro jec t  

surveys. 
Increased  percentage o f  children 
showing adequate and cons i s t en t  
weight gain. 

Decreased number of low-bir th-  
weight ch i ld ren .  



NdL4S OF 
PURPOSE VERIFIAE3LE INDICATORS VERTFICATIO!? A S S C E  1233 

1. To assist local cc ~encies A. 
in creating awareness, 
increasing knowledge, 
positively influencing 
attitudes and fostering 
the adoption of appropriate 
preventative health 
behavior 

2. To institutionalize Health 
Ed. as part of the service 
structure of a local agency 

20nQ mothers will under- Observation 
stan2 and know how to mix 
and administer correctly 
the ORS 

2000 mothers v i l l  complete Imgact results 
Health Ed. classes and 
show evidence of behavioral 
change 

2000 children followed in Weight Charts 
monthly weighing 

B e  Collection of necessary Amlysis of Dehzv- 
background data - ioral aspects of 
establishment of baseline sitidation 

Assessment of c e l i e f a  
an2 values underlyizg 
the behaviors 

A.Alocalagencywillbe Writtenagreesents 
able to provide leadership Budgets 
salary, office space and Evaluatien 
transportation for one 
supervisor 

B e  25 locations will be On-site visits 
able to maintain the cost 
of a teacher, a classroom 
an& needed equipment 

C. New locations will request Records of new 
of the agency to become villages 
involved in the.Health Ed. 
program -91- 



UET,,liS 33 
OUTCOME VERIFIMLE INDICATORS VZRIFI2XTI3A 

1. Trained Staff A .  Instructors responsiole f o r  Bpert ajsessmecr cf rirtlL-c.-; 1 - - - - - -  - = -  =.; 
teaching life Cyciea of Health adequacy cf tralxk- s:rf3 ca= c e  
Ed. using a part~cipatory ~n terms of csztezt ~ S X - - & L T Z =  
approach wlll be trained and i n h v l d u a l u  

tralnec 
B, Supervisors of village 

teachers 

C. Coammity Dev. Specialisu 

2. Training 
T 

3. Standardized 
curriculum and 
mat erialv 

A ,  Village teachers 
25 new teachers are 
qualified to present Ltfe 
Cycle material in 15 new 
locations 

Traimng recor5s 

Class attendance 

B. Development of training and 
Inservice Programs for : 
, Health Care. .Personnel 
, Members of local Charitaole 
Societies 

A .  Development of Life C cle 
Health Educati~n 7!-+ urrlcu urn 
for vlllzge teachers 

B. Development of appropriate 
media for instruction 
, visual a i d s  - - - - - - - - 

teaching aids 



District based service 
strategy and logistical 
support and salaries for 
Health Ed. personnel in the 
process of institution- 
aiizat ion 

Commodities system is 
congruent with program 
goals of :- 

Focus cn greatest need 
Development of v i l l  -: . 

.self reliance 

.independence 

Coordination ~ i t h  local Response to work- 
agencies to insure con- shops grvez 
sistent payment of salaries 
for village teachers 

Coordination with district Budget r e c o r b  
program to provide the 
supervisory base for the 
Health Ed. program 

Coordination with in-country 
programs to provide 
administration, training and 
coordination of the Health 
Ed. program 

A commodity system in place Existence of sew 
that satisfies program's system for 
gaals and local sensitivities commodity use 



- cr; t-nb l i ::I1 n managed 3 1 and e c o n m i c  n t ruc tu re  needed to  
i nst: itut: ionn 1 i ze t h e  program beyond t h e  g ran t  p e d d  

7. The gt-xll of the h e a l t h  education program w i l l  be t r )  Improve 
t-lw I ~ m l  th stc7ttl.s of P a l e s t i n i  e n s  I n  the W e ~ t  Bank end Caza 
t h r  nugh cl~creased rates o f  mortal  i t y  and morbidity, increased 
prcvntage of c h i l d r e n  ~ h m i n g  adequate n d  cons i s t en t  welght 
gain,  mcl decmased number o f  law b i r t h  weight chi ldren .  

3. (RS will a s s i s t  local agencies  i n  Caza and t h e  West Rank to 
c r ~ & e  awareness, i n c r e a s e  knowledge, inf luence  ndditudes , and 
f o s t e r  t h e  adoption of appropr ia t e  prevent ive  hea l th  behavior 
focusing on t h e  fol lowing a r e a s :  

- i d e n t i f i c a t i o n  of gmups  ~ n c l  i nd iv idua l s  a t  g r e a t e s t  r i s k  

- weight moni tor i ty  

- breas t  feeding 

- ' o r a l  rehydra t ion  therapy 

- n u t r i t i o n  

- hygene 

- i n fan t  feeding p r a c t i c e s  

- pre-nata l  c a r e  

- m f e r r a l  f o r  e a r l y  t r e a t m n t  

4, Vnder t h i s  g r a n t ,  17,000 mothers i n  t he  We6t Bank and 2;WO 
mothers i n  Caza will a t t e n d  c l a s s e s .  17,000 West Penk ch i ld ren  
(0 t o  5 yeurs) and 2,000 chj-ldren in C a m  w i l l  be weighed 
monthly . 



6 .  r h ~ r f ~ i g  t h c ~ r ~ r i t  p~rl (wt  CIG! w i l l  continue to ut i1f .w wrf 
mmi f-or r f ,  /4W 'i'i t: le J t  fcwxl r . rmxi i t  ies I n  nccnrdanctu w i t - t ~  t h e  
1' l en prcr:orit~rl i ri the rmised prqmsel , 

CltS wl 1 1 r~p!:ponsihl e for contjmuou~ pmgrern mnltoring. 
rwll cvn ltrnt:lnns wi 11 tnke place m i d  way through the grant end 

t l w  PTKS of the  three pars .  A t  leafit o m  of these mlt . la-  
t i o n s  w i l l  be c n r r i d  out by ewtenial sources in  consultation 
w i  t-t i  A .  1.0. c-oricerni ng cr1nsu1:a~t.s selection and s c q e  of w r k .  
'IIlese ~ v n  1 uat icals wili cover: 

- tcnctwr performance 
- curriculwn cpr~ 1 ity and appropriateness 

- inst i tut ional iznt ion o b j e c t i ~ s  a t  the village, d i s t r i c t ,  
and regional lewls 

- ~ s t n h  l l s l u n e n t  m d  ut i l i za t ion  o f  local wfer rc l  network 

- appropriate monitoring of food commodities, t h e  e f fec ts  
of ' the new corrmodity distrubution c r i t e r i a ,  and recommen- 
dat ions  for t h e  role of ccmmdities after the termination 
of t l ~ e  R a n t .  

I n  addition, baseline information will be collected i n  new vil- 
lages prior  to  program s t a r t  up and impact will be measured on: 

- mothers' a b i l i t y  t o  prepare and administer 0RS 

- breastfeeding 

- prc-natal core 

nutr i t ional  status of children 

8. CRS will carry  out a cost e,ffectiveness comparison of @RS 



5. Over thc  thrcc  ycur per'l-od the  hea l th  tducntion program 
wi 11 FA! i.nsti.tutionr11 j m c l  as ~,,.rt o f  the  service  s t ruc tu re  of 
I.ocal agencies a t  the r e g h n a l ,  

To achieve these object ives  t he  
following a c t i v i t i e s  with funds 

1.. CRS w i l l  maintain a p ro jec t  

d i s t r i c t ,  and v i l l age  levels. 

Grantee s h a l l  ca r ry  out the  
provided by t h i s  grant. :  

s t a f f  a t  a level which is 
cons i s ten t  with the level of a c t i v i t y ,  t h e  number of v i l l ages  
sewed,  and the  level o f  i n s t i t u t i ona l i za t i on .  This s t a f f  will 
include a prooject manager, an a s s i s t a n t  project  manager, two 
community development s p e c i a l i s t s ,  e igh t  h s t r u c t o r s ,  a nurse, 
accountant, secretary,  t r a n s l a t o r  snd f i v e  drivers.  a n s u l -  
t a n t s  and part-time s t a f f  may be used a s  necessary f o r  
t r a in ing ,  su.rveys, evaluation,  da t a  ana lys i s ,  curriculum 
development, specia l  s tud ies ,  etc. as needed t o  accomplish 
p ro j ec t  goals.  

2. CKS w i l l  t r a i n  50 new teachers  who w i l l  cmr- the program 
t o  15  new 1.ocations i n  the  West Bank and 15 locations in Gaza. 
A t ra in ing  and inservice  program w i l l  be developed f o r  hea l th  
ca re  personnel and members o f  l o c a l  char i tab le  soc ie t ies .  Eight 
i n s t ruc to r s  will be trained t o  teach - L i f e  Cycles Health 
Education. 

3. CRS will develop standardized L i f e  Cycle Health Education 
curriculum and appropriate teaching a id s .  

4. During the term of t he  gran t  ( th ree  years) w i l l  
coordinate with local  i n s t i t u t i on ( s )  f o r  t he  phaseover o f  t he  
ove ra l l  administration, t ra in ing ,  and coordination of the  
hea l th  education program. The following will be i n  place by 
t he  end ,of  the project :  

A. Village soc i e t i e s  will pay the  s a l a r i e s  o f  v i l l age  
teachers,  classrooms, and needed equipment. 

B. D i s t r i c t  level  local  agency will pay the  s a l a r i e s  of 
e igh t  supervisors,  develop d i s t r i c t  service s t ra tegy,  
provide o f f i c e  space and l o g i s t i c a l  support. 

C. One regional level i n s t i t u t i o n  w i l l  pay s a l a r i e s  o f  
cen t r a l  s t a f f  needed f o r  t r a in ing ,  program administration, 
planning, and coordination. 



LIFE CYCLE CURRICULUM 

TABLE OF CONTENTS - -- 

1 .  Introduct I on 

2. Stage J: BRIDE .- 

- Foods f o r  the fmi ly 

- How t o  stop the spread o f  disease 

- Safety i n  the home environment 

- Human reproduction 

3. Stage 11: PREGNANCY AND PRENATAL DEVELOPMENT 

- Pregnancy and Prenatal Development 

- B i r t h  

- Care o f  the newborn a t  de l i very  (Neonatal ) 

4 .  Stage I 1  I : MOTHER OF AN INFANT 0-2 

- Advantages of breast-feeding 

- Supplementdry foods and weaning 

- The importance o f  weight charts 

- I n u n  i zat i on 

- I l lness  i n  a ch i  I d  - Feeding a s ick  person 

- Diarrhea and Dehydration 

- Chi I d  Development from 0-2 

- Some Organs o f  Body Systems 

- The Ear 

- The Eyes 

- The Teeth and Gums 

- The Breathing Organs 

Page -- 
3 



5. Stage IV: MOTHER OF CHILD 3-5 and 6-12 -- 
- A child develops: 3-5 years 
- Feeding pre-school chi ldren 
- A child develop? : 6-12 years 
- Feeding school chi ldren 6-12 years 

6. Stage V: MOTHER OF THE ADOLESCENT 

- Adolescence 
- Needs uf adolescents 

- Nutritional needs of male and female adolescents 
- Other needs 
- Comnon characteristics of adclescents 
- Parents ! yespons i bi l i ties towards adolescesits 

7. Stage VI: ADULTHOOD AND OLD AGE 

- Adulthood and Old Age 
- Behavior in Old Age 
- Needs 9f the Old Age 
- tbw to stay healthy when older 

- Feeding adults 
- Feeding Old Age (above 60 years) 

- Food diet 
- Changes in Middle Age 
- Clothing for: Old b e  



Appendix D 

: JERUSALEN AREA 
4 -_-------_.--- 
I 1 SPAFfORD CIIILOREN'S CLN./J'LEN 
: 2 GREEK CATHOI I C  I N f  aUEL* IJ ' L fM  
: S EL-ANAL CHAR. SOCIETYIABU-DIS 
1 4 iX !!DM(OUK I KURSHAN 
I 5 APBAT JABER SUB-CENTER 
: 6 S U M  CIIAR. SOCIETYlBETHANY 
I 7 AL-JAHALEEN SUB-CENTER 
: 0 BfTllANY HWSIYG PROJECT 
: 9 S l t Y A N  CHARITABLE SOCIETY 
: 10 SHUW c w  CHAR. SOCIETY 
: I I SAUAHREH EL-SHAROIVEH CHR.SOC. 
: 12 EL-RAN CHARITABLE SOCIETY 

: RANAlLAH AREA 
1 ------------- 
I I EL-BIREH RED CRESCEW SOCIETY 
: 2 FRIENDS OF THE CON.IEL-BIREH 
I 3 N f ' L I N  SUB-CENTER 
I 4 KARAUAT BANI - lE IO  CHAR. SOC. 
: 5 DE IR-GHASSANEH SUB-CENTER 
1 6 AROURA CHARITABLE SOCIETY 
1 7 f l N  YABROUD CHRITABLE SOCIETY 
: 8 BURQA CHARITABLE SOCIETY 
: 9 U E l T l l l U  CHARITABLE SOCIETY 
: 18 J IFNA CHARITABLE SOCIETY 
: I 1  SILUAD CHARITABLE SOCIETY 
: I 2  KUfUR-NI'NEH CHAR. S0C:ETY 
I 13 TURMUS-'AYYA CHAR. SOCIETY 
: 14 s m w  CHARITAKE SOCIETY 
I I S  BUDRUS CHARITAdLE SOCIETY 
I 16 KHARBAT BANI HARETH CLUB 
: 17  BEL'EEN CHARITABLE SOCIETY 

! BETHLEHEM AREA 
I -------------- 
I I B E I T - J A M  LADIES SOCIETY 
I 2 CARITASIBETHLEHEI ASSOCIATION 
I 3 HAD-RAHHAL SUB-CENTER 
: 4 JORET Al-SHAN'A SUB-CENTER 
: 5 NAHALIN SUB-CENTER 
: 6 ARAB YOWEN'S UNlOWlBElT SAHOUR 
I 7 15LANIC CHAR. SOC-IBETHLEHEN 
1 8 HUSSAN CLUB 
: 9 MAD-FOUKKIN CLUB 
I l e  B m r R  CLUB 
, I 1  EL-KHADER CLUB 
I 1: ARTAS CLUB 
I 1 3  IR'TIIRA CHARITABLE SOCIETY 
I I d  TAQU'A CHARITABLE SOCIETY 
0 1 

I JERICHO AREA 
0 --------- --- 
I I JERICHO LADIES CHAR. SOCIETY 
: 2 EL-UJA CUB-CENTER 
) 3 A t - H I I A L  CLUB 

HEBRON AREA ----------- 
I HEBRON LAOIEU CHAR* SOCIETY 
2 HEBRON RED CRESCENT CIIAP. SOC- 
3 At-MAID SUB-CENTER 
4 HAXET EL-SHEIKH SUB-CENTER 
5 HALHUL LADIES CHAR. SOCIETY 
6 BANI YA' IN CHARITABU SOCIETY 
7 OOURA CHARITABLE SOCIETY 
8 DAHRIYEH CHARITABLE SOCIETY 
9 BEIT-ULA CHMllTABLf SOCIETY 

1 0  NUBA CHARITABLE SOCIETY 
II YATTA CHARITABLE S o c r m  
1 2  SAIIOU' CHARITABLE SOCIETY 
13  RAfAT SUB-CENTER 
I 4  S I ' I R  CHARITMLE SOCIETY 
15  RAS EL-'AROUD SUB-CENTER 
1 6  BEIT-KAHEL CHARIIABLE SOCIETY 
17  TARPOVnlA CHARITABLE SOCIETY 
1 8  IOWA CHARITADLE SOCl t  TY 
19  KHARA9 CHARITABLE SOCIETY 
2 0  SURIF CHARITABLE SOCIETY 
2 1  SHUYUKH C W I T A B L E  SOCIETY 
22 BEIT  'AYYA C W I T A B U  SOCIETY 
2 3  SHUYUKH EL-'ARROUB CHAR. SOC. 
24 RIHHIYEH CHARlTABLE SOCIETY 
25 TAFFWH CHARITABU S O C I E N  

NABLUS AREA ---------- 
I T I L L  CHARITABLE SOCIETY 
2 ASSIRA EL-PIBLIYEH CHAR. SOC. 
3 BElTA CHARITABLE SOCIETY 
1 BOURlN U I A R I T M L E  SOCIETY 
5 NABLUS CONHWITY CENTER 
6 ASSlRA ( 1 - S M L I Y E H  CHAR.SOC. 
7 HUUUARA CHARITABLE SOCIETY 
0 OSSARIN CHARITABLE S O C I E N  
9 ARAB UONEN'S UNIONINABLUS 

18  SABISTIA CHARITABLE SOCIETY 
II URIEF CHARITABLE SOClETV 
1 2  EINABOUS CHARITABLE SOCIETY 
13  KUSRA CHARITABLE SOCIETY 
16  BEIT-UAIAN CHARITABLE SOCIETY 
15 KARYOUT CHARITABLE SocrETY 

TULKAREN AREA ---.-------- 
I SALFIT CHARITABLE SOCIETY 
2 fARKHA SUB-CENTER 
3 SKAKA SUB-CENTER 
4 AL-MIRABITAT CHAR.SOCIOALQILIA 
5 DAR A l - Y A 1 1 I  UIAR.SOCITULKAREN 
6 BAL'A CHARITABLE SOCIETY 
7 ANABTA CHARITABLE SOCIETY 
8 ATEEL CHARTIATBLE SOCIETY 
9 I l l A R  CHARITABLE SOCIETY 

I 0  A l lOUN CHARITABLE SOCIETY 

TULKARfN M A  ( c o n t  a )  I 4 ..................... I 0 

I 1  TULKAREH RED CREUCENT SOCIETY I 
1 2  SHUElKfH CHAR1TA.X SOCIETY ! 
1 3  JAYYOUS CHARlTABLl SOCIETY : 
14  HABLA CHAi?lTABLE SOCIETY : 
'13 SElUA CHARITABLE SOCIETY I 
16  BAPA EL-SHARPIYEH CHAR. S3C* : 

0 , 
JENlW AREA I 8 ---------- 

1 TUBAS CHARITABLE SOCIETY I 
2 APPABA SUB-CENTER I I 

3 MBABDEH CHARITABLE SOCIETY I 
4 N I S S I L I E H  SUB-CENTER d l 

5 RABA SUB-CENTER I d 

6 JALOAMUS SUB-CENTER I I 

7 P A M T I A H  UURITABLE SOCIElV I 
8 EL-HAM EL-OHARBIEH SUB-CENTI 
9 Y A ' B I  C W I T A B L E  SOCIETY : 

I 0  TOURA SUB-CENTER I 4 

11 ARRABA CHARITABLE SOClElY : 
1 2  BURPIN CHRITABLE SOCIETY : 
1 3  KUfUR-PUD SUB-CENTER I I 

I 4  EL -HASI I IEH SUB-CENTER I 
1 5  UAD-BURPIW SUB-CENTER I 
1 6  YANOUW CHARITABLE SOCIETY : 
1 7  S l L A T  EL HARTHlEH CHAR. SOC. I 
1 8  ASDIKA' EL-NARID CHAR. SOCIETY: 
1 9  JAMBA' C W I T M L f  SOClETY : 
2 0  FAKKW'A CHARITABLE SOCIETY I 
2 1  SAMOUR CHARITABLE SOCIETY : 
2 2  l l N l l  CHARITABLE SOCIETY I 
2 3  J A L l E H  SUB-CENTER t 

2 4  KUFVR -ohm c s m r n a E  s o c w  : 
2 5  JENIN RED CRESCENT CHAR. SOC. : 
2 6  M I A  CHARITABLE SOCIETY I 
2 7  DElR ABU-DEIF CHARITABLE SOC. : 
2 8  AL-'ARAKA CHARITABLE SOCIETY I 
2 9  ANIW CHARITABLE SOCIETY : 
3Q K fE lRET CHRITABLE SOCIETY I 
3 1  BARTA'A CHARITABLE SOCIETY : 
32 AJJEH CHRl lAB lE  SOCIETY I 
33 AL-TAYBEH CHARITABLE SOCIETY I 
Sb T'INNEK C R R l T A B l E  SOCIfTY 1 
55 S l L E T  EL-DAHER CHAR* SOCIETY : 
3 6  AL-FUNDUKAUNIU CHAR. SOCIETY I 
3 7  DEIR-GHAIALEH CHARITABU SOC. I 
3 8  EL-)(UOHAYER CHRITABLE SOCIETY I 
3 9  Al-RAllAtl CHARITABLE SOCIETY : 
4 0  S I R I S  CHARITABLE SOCIETY : 
4 1  HAYYELIARAH CHARITABLE SOCIETY! 
4 2  IAYTHALOUN CHARITABLE SOCIETY I 

I 8 

CENTERS 1 1 1 8  I 
SUBCENTERS: 2 6  : -,,,,,---.-.-._--- I 

T O T A L  I 144  : 



Appendix E 

IN--.SERVICE TRAINING & SEMINARS FOR CRS STAFF AND VILLAGE TEACHERS 
FEBRUARY 1985 - DECEMBER 1986 

DATE --. ACTIVIT'Y STAFF -. 

First Aid Prackicum 
(Red Cross practitioner) 

April - June 1985 Instructors 

Marasmus, Cold Ill jury, 
Microscope (Bethlehem 
University nurses) 

Instructors, 
Supervisors 

July - Aug. 1985 

August 1985 

Sept. 9-19, 1985 

Oct .28-Nov ., 14, 1985 

Nov.18-Dec. 5, 1985 

Dec. 10 - 31f 1985 

Jan. 6 - 28, 1986 

Nov. 85 - Aug. 86 
Dec. 4, 1985 

How to Save an Eye 
(St. John's Hospital) 

Instructors, 
Supervisors 

Village Teachers I Materials workshop 

First Aid, Eye, Equipment 
!CRS ~nstructors) 

Village Teachers 
(Hebron - 20) 
Village Teachers 
(Ramallah - 14) First Aid, Els, Equipment 

(CRS ~notructors) 

First Aidf Eye, Equipment 
(CRS ~nstructors) 

Village Teachers 
(Jenin - 31) 

First Aid, Eye, Equipment 
(cRS ~nstructors) 

Village Teachers 
(Nablus - 19) 

Engl ish Language All Staff 

"Identification and 
Management of Risk Preg- 
nancies" (Bethlehem 11 ) 

Instructors, 
Supervisors 

April 1986 ORT Conference, Cairo 
(USAID - sponsored) 

Instructors, 
Supervisors 

April - May 1986 "Genetics and Birth 
Defects" (Sr. Barbara PhD) 

Instructors, 
Supervisors 



Appendix F 

PL-480 COMMOD ITLES AND TEACHERS ' PAY 

Overview 

A major concern with regard to the ability of the Union(s) to 
take over and continue CRS' health education program is paying the 
salaries of the village teachers. The issue is complicated 
because of great variation in: 

1. The amount of salary a village teacher receives, 
2. The sources of this oalary, and 
3. The regularity with which she receives it. 

Most teachers receive a salary of 20 to 30 dinars per month, 
although a few sometimes receive no pay and another small minority 
may receive about 40 dinars a month. In most villages, it 
appears, about half the salary comes from within the village and 
about half is a supplement from the Union. In the majority of 
villages, mothers attending classes pay a nominal fee to the 
village organization sponsoring the class. This then goes to pay 
the teacher', sometimes with a supplement from other village funds. 

A major unresolved question is whether mothers attending the 
classes ?;ill continue to attend and, especially, if they will be 
willing to pay the fee, if they no longer receive the food 
commodities. Some evidence says yes, because they value the 
learning. Some knowledgeable people say no, and point to the 
decline in attendance in the literacy program after CARE-provided 
food commodities were discontinued (see page 72). 

One thing that is clear is that lrrangements concerning pay 
for the village teachers vary tremenaously. It should not be 
expected that pay arrangements can be standardized, given the 
number and diversity of villages participating in the program. 

Examples of Villaqe Variation - - 
T'inek villaqe (Jenin District, population: 450) 
-0rqanization sponsorinq health education: T'inek Social 

Eenter (estaklished in mosque classroom by the mukhtar: 
not a legal organization with links to outside organization). 

-Mothers attending the class pay: 1/2 JD/month (x 20 mothers = 10 
JD/month); mothers believe they are paying for the food. 

-Salary of health education teacher: 10 JD/month (the money 
paid by the mothers), plus her salary from also teaching 
kindergarten (2 ~D/month per child). 



El-Duyuk village (Jericho District, population: 1000) 
-Organization sponsoring health education: El-Duyuk Charitable 

Society 
-Salary of health education teacher: nothing. Health Education 

class is just starting. Teacher says she doesn't expect any 
pay since her brother is president of El-Duyuk Charitable 
Society; she used to work for him in his office. 

Deir Abu-Mish'al villaqe (Ramallah District, population: 2000) - 
-Organization sponsoring health education: Deir Abu-Miah'al 

[Sports] Club (nadi) - 
This is first time health education is offered. There are two 
classes of 20 each, thus 40 mothers enrolled. 

-Mothers attending the class pay: 1 ~D/month ( x  40 mothers = 40 
~D/month) ; mothers pay the club. 

-Salary of health education teacher: 35 ~~/rnonth. This is paid 
by the club; no pay to her from outside. 

Kharbata - Bani Hareth villaqe (Ramallah District , population : 1300) 
-Organization sponsoring health education: Kharbata Club (nadi) 
-Mothers attending the class pay: 5 skeqals. Say they are paying 

"to help the club"; don't know what the club pays 
teacher. 

-Salary of health education teacher (paid her by the 
She says this is fine, that she doesn't do it for 
The president of the Kharbata Club is a teacher. 

the village 

club): 20 JD/mo. 
the money. 

Findinqs - -  anil Conclusions Concerning Teachers' Pay 

1. The teachers must be paid; they will not work as volunteers. - -- ---- 
Most would eventual].~, if not soon, stop working in this 
capacity if not paid. Reasons include: 

- "If they're paid, they're obliged to do a good job; 
otherwise not. They might have a good intention and try 
hard at first, but then they would lose interest." 
(Same is said of the volunteers who constitute the boards 
of the Unions.) 

- "Teachers who get paid teach better." 
Only ore teacher was found among those int-erviewed who 
receives no salary. She is the sister of the president of the 
village charitable society and she is just now, with his 
help, starting the first health education class to be taught 
in the village. 

Nevertheless, most of the teachers are motivated to teach 
health education, not because of the salary (which they say 
is not great anyway), but because they: (1) want to help .he 
people of their village; ( 2 )  like to acquire new knowledge 
and skills; and (3) want to "get out of the house1' and do 
something broader than the village woman's traditional wife- s 

and-childbearing role. There are few opportunities available 



to them. The only common alternative opportunities are 
becoming a village literacy teacher, a village kindergarten 
teacher, or pursuing some additional education that they can 
get wbile still living at home with their parents or hu~band. 

2. -- The - teachers' -- salaries vary considerably. The salary for 
teaching health education apFeass to xanae from about 23 to 40 
~D/month. It depends: 

- on how good she is. "If a teacher is good, she will get 
paid more." When she is good, 1r:ore mothers will come to the 
class. The village organization or the mothers will be 
willing ?LO pay. her more. 

- on whether the union adds to what is paid from within the 
village. 

- on the relationship (kin or other) of the teacher to the 
leader(s) of the village organization sponsoring HE. 

- on whether she also teaches some other class for the village 
organization (e.g., some arm> also the kindergarten teacher 

- on how poor or relatively affluent the village is. 
- on the access of village women to doctors. 

3. The means of payinq the teacher's salary also varies. In all - -. - - - - -- 
cases the mothers attending the claw pay something. Mothers 
generally pay 1/2 J.D. per month (about U.S. $1.50), but this 
varies too. In some villages the mothers think they are paying 
the village organization, in others they think they are paying 
the teacher. The mothers' understanding of what they are 
paying for varies from village to village, although they are 
generally the same within a village. In some villages women 
think they are paying: 

- far weighing their babies; 
- for the food; - for transporting the food from the district city to the 

village; - to belong to the village organization; 
- to help the village organization, since it helps their 

village; 
- for the teacher 's salary. 

The teacher's salary may then: 
- be equal to what the mothers pay; 
- be less than what the mothers payr a small amount having 
been retained by the village orfjanization; - be more than what the mothers pay, being augmented by the 
village organization; 

- be more than what. the mothers pay, being augmented 
personally by the head of the organization: or 

- be more than what the mothers pay, baing augmented by the 
Union. 



If augmented by t'he Union, the Union gonerally provides about 
half, plus or minus, of the teacher's salary. 

4. The teacher docs not always receive her salary, or the full .--- -- -- . -  --- 
amount, each month. It may be less if the mothers do not pay -- ..--, --- 
the full amount asked of them. (Poorer mothers are often 
excused from always paying the full amount.) In some villages , 
the teacher may go without pay for several months and he 
reimbursed later. In some areas the Union has stopped its 
contribution. In at least one village the local organi.zation 
has not been able to pay for several months but plans tu 
reimburse the teacher "when the money comes from Jordan. " 
(44,000 JD are suppooed to be corning to the organization from 
the Jordanian government, along with 50,000 to electrify the 
village.) 

5. Standardization -- of villaqe-level 

- 
health education(sponsorsl~ip, 
nor desirable. (Nor should the absence of standard arrange- 
ments be interpreted as evidence that the food commodities are 
have a negative impact on the program.) In a country where 
health workers are government civil servants such standardiza- 
tion might be realistic, but not under the current West Bank 
situation in which local organizations in are held responsible 
for the functioning of the program. Any effort to force 
standardization wc~ld be contrary to the goal of institutiona- 
lizing the projecc with local organizations. 



- Number of l i ve  brrtho. 

Hod prenutal cnro fo r  pre(gamcierr. 

llow IIUW childran born nt homo: in the hoopitall 

1. How mtw rotithe bromtfed before 
glving my other rood. .--- 

2. A t  u h ~ t  age u tqped  brdeetfeoding 
completely. - 

3. U d  you ever m e  a bottle. 

4. What did yw wdly put i n  tho 
bottle. 

HOW numy laonthe did you e v e  
a bottle. 

W u t  ware the I'iret foods 
yo& gave. 

1, HBB your ahild ever had diarrhea How long did it laet 

2, Uh& do you think ouuecd the barrhea 

3. How did you treat the diarrhea 

4. Uid you t,&e t h o  c h ~ l d  t o  the doctor I 

I 

5. Hhet do you put in to  the speoial drink - 
ik you have: U e c t n c i t y  Hafrigerator 

n a o  Xeroeene W n e r  , 

Tolevieion Ulltivla gas 

Water Supplyr Piped in 
Outdoor ,Lowet 
Cistern 
Other 

Useto Water (Kitohen/bath-not toi1ot)t  Swage di.spoea1 t 
Cesepit 
Yud 

ihptiee in to  oeoepat 
, h p t i e e  anto yard 

t o i l e t  I Indoor - water eeal 
Indoor - twk i sh  
Open p i t  latrane 
None - opw f i e ld  

aarbags : Yut i n  o w  
b p t l d  cloee t o  houne burned l a t e r  
Put i n  vil luga dump 
'l'hrom i n to  hill6 

Livestock : ttona 
N e t  - properly kepte i n  pene - 
P m e d  but' still a problea - 
Wandwing liveetoclc - aarioue problem-' - 

-, 

Health lkhcrrtion olaeeon completbdt - Nutrition Prst Aid Child ~bvtllopmc?nt Hygienu 



Appendix H 

SCOPE OF WORK FOR THIS EVALUATION 

L I F E  CYCLE PROJECT IN JWB 

REVISED STATEMENT OF WORK 

1.) KEY QUESTLONS/RCHXE\rEMENT OF PROJECT OBTECTIVES 

A. Are the objectives of project (EOPS) , as outlined in the 
logframe, being met, and will they be met. by EOP, in the 
West Bank and Gaza? Barbara 

B. What is the quality and relevancy of training? Larry 

i. Once returned to their village, how trsll prepared do the 
trainees feel in delivering the material they learned 
during their training? 
How relevant is the material? 
Are there some health issues that they could use further 
training in to be a more effective health educator in 
their community? 
How do the village mothers feel about village teachers? 
Is the material they are being taught relevant to their 
life? 
Is it presented in a way that is understandable? 
What suggestions can the mother make to help the teacher 
be more effective and responsive to their needs? 

ii. To what extent are mothers that are educated by 9 v llaqe - 
teachers actually using and practicing the principles 
they are taught? 
What are some of the problems and what can be done to 
resolve them? Larry 

C. Are the original assumptions valid at this time? 
Barbara 

A. What are the essential elements for institutionalization? 
Barbara 

B. Is the CRS/JWB institutionalization plan adequate? - 
Barbara 

i. Is current level of motivation 
charitable societies enough to 
institutionalization? 
If not, what are some ideas to 

of the participating 
sustain 

increase this motivation? 
- - 

ii. Is the current level of mangerial skills sufficient for 
the local societies to take aver the supervision of the 
Life Cycle Project? 
If not, what can be done to improve them? Larry - 1 06- 



iii. Which of the following aspects of the current 
Institutionalization plan need to be changed, and how? 
-Method of aontacting societies. 
-Timetable for turnover/supervision and instruction. 
-Proposed inservice follow-up in Community Development 
and home visits. 
-Plan for future financing (recurrent costs). 

Larry and -- Barbara 

iv.Food: PL 480, is it essential for program operation? 
Larry 

A. Does the q~estionnaire ask the right questions? 
What should be added or deleted? Sally 

(With input from Barbara and Larry) 

B. Current data input and processing are clumsy and time 
consuming. What are recommended changes? Sally 

C. Is current data sufficient to evaluate the program's 
!health impact? How? Sally 

(With input from Barbara and Larry) 

D. What is the best format for this impact data reporting? 
Sally (Barbara) 

E. What are the simplest and most essential (minimal) data 
required for measuring health.impact at the villlage 
level? 
How can this be done? Sally 

(Barbara and Larry) 

F. What is the quality of the data already being collected? 
Sally 

6. What mher "impacts is the project having? Larry 

H. Should other data be collected and other methods used to 
supplement questionnaire? Sally 

(Larry and Barbara) 

4.) mY QUESTIONS/PROJECT MANAGEMENT 

A. Are the current level of expenditures and proposed future 
achievements consistent wilth program achievements and 
goals? Barbara 

B. Is current staffing sufficient for the work? Barbara 

C. Are current office systems sufficient and appropriate? 
Barbara 

D. What is CRS1s relationship to local cornunities and CRS1s 
. effectiveness at gemrating participation from community 
members (nature and level). Larry 
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METHODOLOGY 

Overview. The methodology for this evaluation consisted of 
a formal Team Planning Meeting at CRS in New York followed by site 
visits, interviews, observation of the data collection process, 
and document and data analysis in Jerusalem, the West Bank, and 
Gaza during the four-week period of January 17-February 18, 1987. 

Team - Planninq Meeting. This was a two-day meeting at CRS 
headquarters in New York. Participants were key CRS and AID 
personnel and two of the three team members. During this 
meeting, the purpose of the evaluation and scope of work were 
clarified, a strategy for the evaluation was developed, and basic 
working relationships were established. The consensus was that 
this team planning meeting was extremely valuable in sending the 
team to the field fully briefed on the project and able to begin 
immediately with substantive discussion, thus eliminating the 
need for project personnel to spend valuable time introducing the 
team to the project and setting. 

Document review. The team reviewed all CRS documentation on 
the project (including planning documents, the grant application 
and grant, annual reports, and other interim reports and notes 
in the files) as well as relevant AID documents and other reports 
and publications on health and the general context in the West 
Bank and Gaza. 

Site visits and interviews. The team visited the major - - 
cities and a cross-section of villages in each district. 
Villages included both large and small, poor and wealthier, some 
where health education classes had been ongoing for several years 
and some in which they were just starting. Observations were 
made of the following village activities: health education 
classes in session, mothers coming for baby weighing, food 
commodity distribution, home visits by village tsachers, baseline 
interviewing of mothers by the CRS field supervisors, and 
meetings of village mothers to decide on when to begin a health 
education class. Observations were also made of training courses 
(in which CRS instructors train village teachers) at the Caritas 
Baby Hospital in Bethlehem and at NECC in Gaza. 

In the villages, semi-structured interviews were conducted 
with several categories of key personnel: 

o village teachers, 
o village women in the health education class, 
o leaders of village charitable societies and other 

community leaders, 
o CRS staff instructors and field supervisors. 



For each of these categories, an interview guide of throe to 
five pages in length wae developed by tho evaluation team. This 
was used ,to their interviewing and to record res,ponoas. When 
kime permitted, responees recorded on the guides were transferred 
into more detailed field notes at the end of the day. ( A  
condensed version of the Interview Guide for Village Teachers is 
attached a,t the end of this section.) 

Interviews were also conducted with: 

o key personnel in the three Unions of Charitable Societies, 
universities, and other organizations to whom CRS had 
proposed transfering the program; 

o leading and local health personnel in the West Bank and 
Gaza, both those who have collaborated with CRS on the 
Life Cycle Project and others; 

o government of Israel officials in the three major cities 
(Jerusalem, Hebron, and Nablus); and 

o U.S. consulate general and embassy personnel in Jerusalem 
and Tel Aviv. 

Data collection. CRS' collection and analysis of baseline --  
and impact data was examined in all stages from village inter- 
viewing of mothers enrolling in the classes to the of 
the data in the CRS/~erusalem office. Interviews were held with 
all personnel involved in the process as weil as with non-CRS 
personnel knowledgeable about health data in the West Bank and 
Gaza . 

This report was presented in draft form to CRS in Jerusalem 
and finalized upon return to the United States. 



INTERVIEW GUIDE FOR VILLAGE ("FAMILY") TEACHERS 
(Prepared for Use During Evaluation) 

PERSONAL 
Name : 

Vi 1 lage : 
How long a village teacher? 
Age : 
Married: yes / no 
Children: 

Number inhabitants : 

MOTIVATION OF VILLAGE TEACHER 
When did this health education begin in the village? 

Who had the idea of having this health education in the village? 

How many mothers have taken the classes? 

Why did you become a village teacher? 

Is it as you expected? yes / no 
Explain : 

Who recruited you, and how? 

What do you like best about the work? 

What do you like least about the work? 

VILLAGE HOUSEHOLD COMPOSITION 
Average number of children? 

Proportion of young couples living with [husband's] parents? 

MOTIVATION OF MOTHERS (present) 
Why do they come? 

Why don't other mothers in village also come? 

Payment: When do they pay? 

What are they paying for? 

What do they think they are paying for? 



BENAV IOR CHANGE 
What do most people in the village mink causes d:iseasc? 

How do you attempt to change attitudes of mothers? 

IMPACT: What do mothers do differently after being in the class? 

What do they think about weighing their babies? 

How do village mothers treat diarrhea? 

What do you think about ORS packets vs home-prep? 

Is there a difference between young/older mothers? 

Any other differences? 

NATURE O F  THE WORK / PROBLEMS 
What are the most difficult things in the job? 

Is anyone opposed to this health education? 
(And, if so, what do you do abut it?) 

Husbands ? 

Mothers-in-law? 

Village leaders? 

Traditional health practitioners 
Sheyukh? 
Dayas? 

Doctors? 

How many hours per week do you spend on this work? 

Should any part of your work be changed? 

What other things could you do in your role as health educator? 

What do you do the rest of the time? 



SUPPORT 
Who helps you the most, and how? 

What other people help you, and how? 

Where i s  the class  held? 

What does the supervisor do? 

How often do you t h i n k  she should come to  see you? 

Is  there some support you need but don' t  get now? 

SALARY 
What i s  your salary? 

Wno pays i t?  

Where does that  money come from? 

Do you get paid every month? 

THE FUTURE 
What i s  necessary to  keep health education going in the village? 

Food and mothers: -- 
Would mothers come without the food? 

Could mothers afford to  pay (or  would they pay) for the class 
without gett ing the food? 

What could you (or others) do that  might replace the food as a 
motivation? 

Food and the teacher : ---- 
If  there were no food to  give out, would you continue th i s  work? 

If there were no pay for vil lage teachers, would you continue to  do 
t h i s  work? 

If the pay were less ,  would you continue? 

[What would you do instead?] 

When CRS money for Health Education runs out, who can run the 
Health Education program? 

Do you have 

END ON UPBEAT 

any ideas on what should be done? 

NOTE ABOUT THE IMPORTANCE O F  HER WORK1 
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KEY PERSONS INTERVIEWED 

~ ~ ~ / ~ e r u s a l e m ,  West Bank and Gaza 
Mr. Joseph Curtin, Representative 
Mr. Douglas Broderick, Deputy Representative 
Mr. Daniel Carr, Health Education Project Manager 
Ms. Shoushan Franji., Community Relations Specialist 
Ms. Nora Kort, Social Worker 
Ms. Aida Alawi, Secretary (computer data inputer) 

Supervisors : 
Ms. Ibtisam Khatib 
Ms. Tammam Shalaby 
Ms. Iman Da'doush 
Ms. Subhieh Ghanem 
Mr. Akef Zeitawi 
Ms. Bassimeh Jagoub 

Instructors : 
Mr. Abdel Rahim El Assad 
Mr. Nader Hajmeer 
Ms. Rufaida Khatib 
Ms. Mar iam Hamarsheh 
Ms. Muf ida Sakman 
Ms. Fatmeh Abed 

Sr. Leona Donahue, ~ ~ ~ / ~ o r d a n  Representative 

WEST BANK, CENTRAL REGION 

Jerusalem 

Union of Charitable Societies: Dr. Amin El-Khatib, President 

Arab Medical Welfare Association (AMWA): 
Dr. Isa Salti, President 
Dr. Yasir Olaid, Chairman, Joint Planning Commission for Health 

Union of Palestinian Medical Relief Committees: Dr. Umaiyeh Khamash 

Spafford Children's Center Association: 
Ms. Anna Grace Lind, central member of Board of Directors 
Ms. Mary Franji, Matron 

International Christian Committee, MECC (or NECC): 
Mr. Elias Kiloury, Executive Secretary 

Lutheran World Federation: 
Mr. Ahmed Nasser, Director of Village Health Program 

Augusta Victoria Hospital: Dr. Amin Majaj, Medical Director 



Community Development Foundation: 
Mr. Philip Davias, Directo~., ~Jeru~~alem 
Ms. Karen Assat, Health Projects Coordinator, Jerusalem 

Government of l srael 
Mr. Eli Tsur, Directcr, DcLartment of Social Welfare 
Dr. Ted Tulchinsky, MD, MEW, Director of Personal and Community 
Preventive Health Services, Health Department 

Jerusalem District 

Abu Dees village: 
Iman Muheissen, Health Education Teacher 

Bethlehem District 

Bethlehem University: 
Brothzr Cyril Litecky, Academic Vice President 
Sister Caroline Agravante, Dean, Faculty of Nursing 
Sister Theophane Wurtzer, Faculty of Nursing 

Caritas Baby Hospital: 
Dr. Emile Jarjoui, Medical Director 
Mr. Anton Dabdoub, Hospital Administrator 
Ms. Honey Kawas, Pediatric Nurse 
PIS. Risala Yacoub Shomaly, Social Worker 

Wad Fukkesn village: 
Hanan Manasra, Health Education Teacher 
8 mothers bringing babies for weighing 

Beit Fajjar village: 
Naela Takatka, Health Education Teacher 
15 mothers attending health education class 

Ramallah District 

Ramallah Hostpital, Dr. Isa Salti, Medical Director 

Rir Zeit University: 
Dr. Gabbi Baramki, President 
Prof. Rita Giacaman, Community Health 
Ramzi Sansur, Ph.D., Center for Environ~ental and Occupatj.ona1 
Health Sciences 

Deir Abu-Mish'al village: 
Mrs. Abir 'Isa, Health Education teacher 
Mothers attending health education class 
Mr. Husein Abid-Yusuf, farmer and President, Deir Abu-Mish'al Club 
Mr. Hussein 'Abed Yussef, past-president of Deir Abu-Mish'al Club 
Dr. Adel '~rouri, M.D., mobile clinic physician 



Kharbata Bani Hareth village: 
Miss Maha Abdel-Jalil, Health Education Teacher 
Mothers present for distribution of powdered milk 
Mr. Abdallah Nimer, teacher and president of Kharbata Club 
Mr. Mahmud Yussef, vice-president of Kharbata Club 

Bodros village: 
Ms. Wahibi ' Isa, Health Education teacher 
Mothers bringing babies for weighing 
Mr. Mohammad Marrar, teacher and president of Bodros Clrlb 

Deir Qiddees village: 
Mr. Mohammad '~bd el-Ruhman, school principal 

Ne 'leen viilagu: 
MY. Fariha 'Issa, health education teacher 

Kufur 'Ein village: 
Ms. Samia Rifa'i, health education teacher 

Jericho District 

El-Duyuk village : 
Ms. Rihab Srur, Health Education teacher 
Mothers being interviewed by CRS supervisor prior to new class 
Mr. Mohammad Abu Srur, president of El-Duyuk Charitable Society 
Dr. Jihad Mish'al, M.D,, clinic physician 

El-Oja village: 
Miss Jamileh Njum, Health Education teacher 
Mothers being interviewed by CRS supervisor prior to new class 
Mothers and families in their homes 

WEST BANK, NORTHERN REGION 

Nablus District 

Nablus 

Union of Charitable Societies: 
Mr. Fathi Shadid (~bu-Fawaz), Secretary 

Office of Social Welfare: Ms. Fadia El-Masri, Director 

Al-Najah University, Mr. Najeh Jarrar, Lecturer, Dept. Sociology 

Beita village: 
Ms. Mufida Hamdan, Health Education teacher 
Mothers bringing babies for weighing 

Qaryut village : 
Ms. Maha A 1  Qaruti, Health Education teacher 
Mothers attending health education class 



Jenin District 

Jenin 
Office of Social Welfare: Ms. Maha Jarrar, Director 

Deir Abu-Da'if village: 
Ms. Zeinab Abu-Taleb, Health Education teacher 
Mothers attending the Health Education class 
Mr. Haj Farhan Mohammad, merchant and president of the Deir 
Abu-Da ' if Society 

T'inek village: 
Ms. Kamleh el-Muhur, Health Education teacher 
Mothers attending the Health Education class 
Mr. Abu 'Adel, mukhtar and supervisor of T'inek Social Center 

'Aqqaba village home: Mother, her husband, and 8 children 

Tulkarem District 

Tulkarem 

Office of Social Welfare: Mr. Abdel-Kader 'Arafeh, Director 

Dar Al--Yateem Al-Arabi : 
Ms. Susanne Awwad, President 
Ms. Na'imeh Habib, Secretary 
Ms. Najwa Ta'ibiy, Health Education teacher 

'Anabta village: 
Ms. Amal Yussef, Health Education teacher 
Ms. Amineh Hijazi, President, 'Anabta Society 
Mothers attending health education class 

Baqa El-Sharqiyeh village : 
Ms. Mussneyeh Mas'ad, Health Education teacher 
Mothers bringing babies for weighing 

WEXT BANK, SOUTHERN REGION 

Hebron District 

Hebxon -- 
Union of Charitable Societies: 

Mr. Mohammad Mousa El-Amleh, Vice President 
Mr. Mohammad Roumy, Secretary 
Mr. Samih Abu E ' sheh , Board Member 

Office of Social Welfare: 
Mr. Moh'd Fatafta, Director 



Hebron District Health Department: 
Dr. Abdel Majid, Director of Hebron Health Department and Mayor 
Ms. Zahiyeh Othman, Head Nurse, Hebron District Health 
Department and GOI/UNICEF Primary Health Care Project 

Ms. Takrid, Project Coordinator, GOI/UNICEF PHC Project 

Hebron Red Crescent Society: 
Dr. Jihad Iwiwi, V . 0 .  
Dr. Lena Nather, Director, Oral Rehydration Center 
Ms. Haiah Awad, Nurse 
Ms. Sarah Harb, Nurse 

Halhoul village: 
Zuhur Abu Shkedem, Health Education Teacher & Board member 
Sadia Madegh, Health Education teacher 
Society Board member 
6 mothers coming for food distribution 

Beit Kahel village: 
Ms. Raja' Madyeh, Health Education Teacher 
6 mothers bringing babies for weighing 

Hart El-Sheikh village: 
Ms. Mo 'mineh Kawasmi , Health Education Teacher 
11 mothers attending health education class 

Taffouh village: 
Ms. Salwa Manasra, Health Education teacher 
Mothers bringing babies for weighing 
Mr. Mohammad Khamaishe, teacher and president of Taffouh Society 
Kindergarten teacher 
Sewing and knitting teacher 

Bani-Naim viilage: 
Ms. Shadia EL-Manasra, Health Education teacher 
Mothers coming for powdered milk distribution 
Kindergarten teacher 

El-Sammu' village: 
Mr. Ya'cub Hawamdeh, teacher and president of the El-Sammu' Society 

Beit Ummar village: 
Mothers and children in their homes 

GAZA 

UNRWA : 
Samir Badre, M,D., Chief for Medical Services 
Elias Rayes, M.D., Chief for Preventive Health Services 

Near East Council of Churches Committee for Refugee Work: 
Mr. Constantine Dabbagh, Executive Secretary 
Rafiq Zanoun, M.D., Zeitun Family Health Service Centre 



Conmuni ty Development Foundat ion: 
Mr. Chris George, Director for Gaza 
Mr. Ali Mansour, Coordinator for Health 2ro jects, Gaza 

U .S. State Cepartment 
Mr. Nicholas Burns, Economic Officer, American Consulate- 
General, Jerusalem 

Mr. Scott Loney, Second Secretary, American Embassy, Tel Aviv 

CRS /New York 
Mr. Robert Quinlan, Director, Eurasia Regional Office 
Msgr. Robert Charlebois, past director, Eurasia Regional Office 
Ms. Grace Hauck, Contract Administrator 
Sister Mary Clennon, Deputy Director, Eurasia Regional Office 
Mu. Kate Cerwe, Desk Officerp Jerusalem, West Bank and Gaza 
Ms. Pauline Wilson, Resource Administrator 
Dr. Helen Sratcher, Nutrition Adviser 
Sister Eileen Fane, ~valuator/Plannex, Office of Policy and Planning 
Ms. Jeanette North, Eurasia Regional Office 
i4s. Denise McGuire, Desk Officer, Asia and Pacific I 

~ID/Washington 
Ms. Kristen Loken, ANE/TR/HPN, Project Backstop Officer 
Ms. Anne Dammarell, ANE/DP/E, Team Planning Meeting Coordinator 
Mr. Paul Bisek, ANE/TR, PVO Liason Officer 
Ms. Carla Maged, ANE/TR, Assistant PVO Coordinator 

I 



Appendix K 

Agency for International Development, Grant authorization for Life 
Cycle Health Education Project. Washington D.C. Feb. 14, 1985. 

--- , A.I.D. Supported Programs in the West Bank and Gaza. 
Washington D.C., Bureau for Asia and the Near East (ANE/TR/HR). 
November 17. 1986. 

--- , Office of the General Inspector, "PL 480 Title I1 Program in 
Morocco Should Be Phased Out" (audit report). Nairobi: A.I.D. 
Regional Inspector General for Audit, 1983. 

American Public Health Association, -- West - Bank Health Care 
Assessment, Opportunities for Improvement, Volume .- - I: Overview. 
Prepared by Susi Kessler and~obert Hamlin (for Arab Medical 
Welfare Association and Health Care Organization, Geneva). 
Washington D.C., February, 1985. 

--- , West Bank Health Care Assessment, Opportunities for - 
Improvement, Volume 11: Hospitals. Prepared by Joseph P. Salvo 
and Anthony F. ~uturo(for Arab Medical Welfare Association and 
Heal.th Care Organization, Geneva). Washington D.C., February, 1985. 

--- , West Bank Health Care Assessment, Opportunities for -- -- - 
Improvement, Volume 111: Health Care. - Prepared by 
Merrill Shutt and for Arsb Medical Welfare 
Association and Hezlth Care Organization, Geneva). Washington 
D.C., February, 1986. 

Carr, Daniel, "catholic Relief Services Health Education Program 
Innovations in Primary Health Care in the West Bank.'' World 
Health Forum (forthcoming; draft 1986). 

Catholic Relief Services - ~erusalem/West Bank, Fundamentals - of 
Health Education: Lifc -- Cycle. 1984. [The Life Cycle 
Curriculum.] 

--- , Life Cycle Health Education Project, "Statement of Work." 
[No date. Prepared by Sr. Barbara Cline; submitted with cover 
letter from CRS/NY, Grace Hauck, to AID, Kristen Loken, dated 
June 25, 1984, headed "Subject: JWB - Health Education Program, 
New Proposal. " 1 

--- , ~erusalsm/~est Bank Project No. 4D - 004, Project Title Life - 
Cycle Eealth Education. [The ~ i f e  Cycle grant proposal. 
Prepared by Sr. Barbara Cline. No date; possibly July, 1984.1 



- ..., - , Addendum materials to Life Cycle / Ilealth Education grant 
proposal. [Identified in cover letter from Sr .  Barbara Cline 
to AID, Kriv Loken, aR "responses to questions on the Health 
Education Project." No date; possibly November, 1984.1 

--- , Final Evaluation of Hoaltn Education Project CRS/JWB 79/2 -- ---.- 
Grant No. AID-1652. May 1,-85.'- 

--- , Advanced Traininq Curriculum for Villa* Teachers. --- - - 
Prepared by Ni 'meh Michael and Daniel Carr for CWS/SWB Health 
~ducation/~ife Cycle grant. 1986. 

--.. , Third Semi-Annual Report on Life cycle/Health Mucation -- -. - -- 
Proqram, CRS/JWB. - February 1, 1986 - July 31, 1986. 

--- , Life ~ycle/~ealth Education Project, Fourth Semi-Annual - 
Report, - August 1. 1 9 8 ~ J a n u a r ~  31, 1987. 

--- , Annual Report, Child Survival Project, AID/NEB-0159-G-SS- - 
5065-00. September, 1986. 

Gaza Medical Relief Committee, "Health in the Gaza Strip." Gaza, 
November, 1986. 

Giacaman, Rita, "The Caritas / VCKB Rural Health Project: An 
Evaluation." Mimeo. Ramallah: B i r  Zeit University, 1986. 

Gilmore, Judith, Carol Adelman, et al., "iJlorocco: Food Aid a~ld 
Nutrition Education," AID Project Impact Evaluation Report No. 8. 
Washington D.C.: U.S. Agency for International Development, 1980. 

Hamilton, Nancy GI, "Personnel Considerations in the Mova Toward 
Institutionalization," Report Prepared for Catholic Relief 
Services on the Jerusalem West Bank Health Education Program. 
Falls Church, Virginia: Meridian Corporation, December 1984. 

International Christian Committee, Annual Report 1985. Near 
East Council of Churches Committee for Refugee Work, Gaza Area. 
February, 1.986. 

--- , Jerusalem: West Bank Area Committee, Middle East Council of 
Churches, Annual Report 1986. - 

Israel, State of (Ministry of Defense, Coordinator of Government 
operations in ~bdea &  ama aria and Gaza ~istrict) An Eighteen- 
Year Survey (1967-1985). Tel Aviv: Ministry of ~efense -- A - 
publishing House, J U ~ ~ ,  1986. 

Israel, State of (Ministry of ~ealth), "A Review of Health 
and Health Services in Judea, Sama.ria and Gaza, 1985-1986. I' 

Lesch, Ann M., "Gaza: Forgotten Corner of Palestine," Journal - of 
Palestine Studies, Vol. 15, pp. 43-61, 1985. 



Noar East Counci .L of Churches 
See: International. Christian Con11n.i ttee 

Pedcrser~,. Bixgitte R.a5hek, "Oppressive and ~iberating Elemenca in 
the Situation of PaLestinian Women." In Ro Utas, ed., -- Women in 
Islamic Sc>cietieu : Social Attitudes and Historical - -- --- -.- - -.-- ----- 
Perspectives. London: Curzon Press, 1983, pp. 172-191. 

Richardson, John P., "Tug-of-war: American Voluntary Organizations 
in the West Bank." ~ournal of -- Palestinian studies ~ o l .  14, 
NO.~, pp. 137-148, 1905. 

SabeLla, Bernard, "'?he Health Care Situation in Jerusalem, 
the West Bank, Gaza and Israel," Bethlehem University, 
Dep~rtment of Social Sciences (mimeo). February, 1986. 

Sansur, Rmzi, "Need for and Usage of ORT in the West Bank and 
c;;,za Strip." Birzeit University, Center for Environmental and 
Occupational Health Sciences. Prepared for CRS/JWB. Jan. 1987. 

Un.ited Nations Relief and Works Agency for Palestine Refugees 
in the Near East, "UNRWA: A Survey of United Nations Assistance 
to Palestine Refugees ." March, 1986. 

Vern~und, Sten, Susan G. Miller, and Stephen Cohen, Health Status 
and Services in the West Bank and Gaza Strip. New York: - - - - - - - -  
~nstitute for Middle East Peace and Development, September, 1985. 

Werner:, David, Donde Hay Doctor [Where There 2 No Doctor]. 
Macmillan Press. 1980. 


